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Abstract 
The present study compared two approaches to the treatment of 
agoraphobic distress: the exposure model and the self-efficacy model. 
The exposure model emphasizes prolonged proximity to phobic stimuli 
to promote anxiety extinction. Procedurally the role of the exposure 
therapist is essentially passive, consisting of urging people to 
expose themselves to phobic stiinuli. In contrast the self-efficacy 
model ~nphasizes what people do in phobic situations and the effects 
treatments have on self-efficacy perceptions; people's beliefs that 
they can cope with the phobic activity. In "guided mastery" 
treat~ent based on the self-efficacy model, the role of the therapist 
is to actively assist and guide phobic people in how to perform 
phobic activities in proficient and varied ways. The present 
experiment sougl1t to determine whether guided mastery assistance can 
promote more rapid therapeutic progress than that achieved by 
stimulus exposure alone. 
Twenty-six agoraphobic subjects who experienced high anxiety 
when performing agoraphobic activities were assigned at random to (a) 
guided mastery treatment (b) exposure treatn1ent or (c) a no-treatment 
control condition. In exposure treatment the therapist encouraged 
the person to expose herself to target phobic stimuli, but did not 
otherwise provide specific assistance. In guided mastery treatment 
the therapist gave specific assistance and guidance in varied 
proficient performance if needed. Before and after treatment 
measures were taken of subjective feelings of anxiety, self-efficacy 
1 
~ 
perceptions, anticipated anxiety, anticipated panic, and perceived 
danger in relation to behavioral tests conducted in agoraphobic sites 
in the community. 
The results showed that subjects in both active treatment 
conditions decreased significantly more in anxiety than did subjects 
in the control condition. The guided mastery treatment procedure was 
more effective tl1an the exposure procedure in reducing the higl1est 
situational anxiety subjects experienced during behavioral testing. 
Support was not found for the medi.::iting role of cognitive mechanisms 
because changes in the various thought patterns did not differentiate 
the three treatment conditions. 
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CHAPTER 1 
Introduction 
In recent years people have become more aware of agoraphobia as 
a major national mental health problem, as about 3% of the population 
suffer from agoraphobia as defined by the American Psychiatric 
l\ssociation (1980) diagnostic criteria (Weissman, 1985). Agoraphobia 
refers to the inability to be alone or to function away from home in 
at least some of a wide variety of public situations and activities, 
such as stores, busy streets, restaurants, driving, using public 
transportation, heights, ,.va.iting in lines, and crossing bridges. 
Agoraphobics have severly reduced ability to function in everyday 
life, avoiding certain situations and activities. Consequently their 
social, vocational, and recreational activities are restricted. 
Agoraphobics do not lack the necessary basic skills to function 
normally; and apart from their phobia are mostly well adjusted and 
otherwise well functioning people. 
' Agoraphobics in addition often experience subjective distress 
reactions when confronting the feared activity or situation. These 
feelings ca11 be accompanied by unpleasa11t visceral sensations, such 
as pounding heart, profuse sweating, nausea or dizziness. 
Anticipating or imagining feared activities and situations often can 
be sufficient for producing these unpleasant feelings of distress. 
Typically agoraphobics experience panic attacks, discrete periods of 
intense fear with unpleasant sensations of extreme visceral arousal 
often accompanied by bizarre feelings of unreality and a fear of 
3 
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going insane or dying. Quite often agoraphobics experience scary 
chains of thoughts about phobic activities, at the same time being 
aware that these tho~ghts are irrational (Williams, 1985). 
I 
Agoraphobic ind~iduals differ markedly from one another in 
which particular situations and activities they fear and avoid, in 
how they will react to the situations and activities, and in the 
severity of their reaction. For example, one might be afraid of 
shopping but not of driving, and another might be afraid of driving, 
but 11ot of shopping. Some individuals will be highly a11xious but at 
the sarne ti1ne not highly avoidant, and 1night experience troublesome 
thougl1ts, ,,;hereas otl1ers are highly a11xious and very avoidant with 
less frigl-1tening tl1oughts. Still others, including some phobics who 
are co1npletely housebound, can be persistenly avoidant but not 
experience much anxiety (Rachman & llodgson, 1974; Spitzer & 11/illiams, 
1985). In sum, agoraphobic people are a heterogeneous group who will 
show varying patterns of reactions, to varying degrees, and to 
various situations. 
Over the past century various treatments have been developed for 
agoraphobia. Freud theorized that phobias were caused by anxiety 
springing from repressed impulses. Psychodyna1nic therapies for 
phobias consisted of a lengthy series of interviews in which efforts 
were u1ade to resolve the underlying unconscious conflict. These 
treat1ne11ts appeared to be of little help for people in act1.1..1.lly 
overcoining t11eir phobias (Leitenberg, 1976). In behavior therapy a 
different approach TNas tak.en. No longer were underlying unconscious 
4 
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conflicts of interest, but feelings, actions, and thoughts directly 
"'L 
related to phobic activities. 
Early behavior therapies"!/8.lso were based on the assumption that 
anxiety (fear) was the main cause of phobic behavior. One 
influential theory of the cause of phobic behavior has been the two 
factor theory of Mo-i:\Trer (1960) which posits that phobic behavior is 
caused primarily by fear, defined as autonomic arousal. In two 
factor theory, when an aversive stimulus is paired with a neutral 
;· 
stimulus, the neutral stimulus alone soon evokes a conditioned 
anxiety response. This conditioned fear response refers to the first 
factor. The theory goes on to state that the learned fear prompts 
defensive behavior, and the reduction in fear produced by defensive 
actions reinforces those actions. The reinforcement of avoidance by 
fear reduction refers to the second factor. Therefore, therapies 
focused on the sensation of anxiety and autonomic arousal, either 
atte1npting to inl1ibit anxiety or to provoke it to obtain therapeutic 
effects. 
The first 1najor behavior therapy, systematic desensitization 
(Wolpe 1958), had phobics imagine progressively more frightening 
scenarios while applying deep muscle relaxation to inhibit the 
autonomic fear reaction. The treatment put emphasis on preventing 
people from becoming anxious as they gradually imagined more 
threatening activities. In contrast implosion, or imaginal flooding 
(Stampfl & Levis, 1967), sought to provoke rnaxirnum anxiety by having 
phobics imagine the worst scenario from the beginning, with no 
5 
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relaxation. In both systematic desensitization and implosion, 
treatment was considered complete when the most intimidating scenario 
could finally be imagined without anxiety.· Both 1nethods assumed 
... 
therapeutic benefit would transfer directly to real life. 
Overall, these i111aginal treatments proved to be clearly more 
effective than traditional treatments but were nevertheless 
relatively weak (Bandura, 1977; Leitenberg, 1976). Many treatment 
sessions often were needed before people could imagine situations 
\vi thout anxiety. Moreover, imaginal trea t,nents proved to only be ·· 
effective for mild, specific phobi~s rather than for generalized 
debilitating phobias. Most important, the reduction in anxiety 
often did not transfer directly to real life as originally assumed 
(Agras, 1967; Bandura, Blanchard, & Ritter, 1969; Barlow·, Leitenberg, 
Agras, & Wincze, 1969). 
The next ;najor advance, occurring in late 1960s and early 1970s, 
was the development of treatments based on real life performance of 
phobic activities. A variety of conceptually and procedurally 
different performance-based treatments were developed, all having the 
phobic deal with actual phobic threats. Some perfomance-based 
treatments were direct analogues of systematic desensitization and 
implosion. In real life desensitization, people were asked to 
gradu..8. lly perform phobic activities while remaining in relaxed 
states, and only to approach a more difficult one if the previous one 
has been experienced with little or no anxiety (Emmelkamp 1974; 
Marks, Boulo1.1gouris, & Mar set 1971;). In the in vivo flooding 
6 
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treatment, people were urged to rapidly approach the dreaded 
situation and to remain there until the peak of the anxiety level was 
overcome and "extinction" of fears occurred (Marks et al. 1971). 
Successive approximation based on operant cohditioning theory 
... 
encouraged phobics to gradually approach the threat while being 
positively reinforced until the final goal in performing the activity 
was reached (Agras, Leitenberg, & Barlow, 1968). 
Extensive research showed that real life performance-based 
treatments were more effective than their i1naginal counterparts for 
both generalized and specific phobias (Bandura et al., 1969; Rarlow 
et al., 1969; Emmelkainp & Wessels, 1975). At the same time little 
convincing evidence r.ms found as to which of the in vivo treatments 
,?as n1ost effective in helping phobics overcome their problem. 
The lack of precise specification of the best technique was 
accompanied by (and in part due to) lack of theoretical guidance. 
Two-factor fear theory had been shown to be unworkable. ~ifferent 
physiological indices of anxiety neither correlate highly with one 
another nor with subjective feelings of anxiety (Lader, 1975; Lang, 
1971). Unpleasant autonomic arousal and subjective feelings of fear 
also do not correlate well with actual phobic behavior (Bandura, 
1969; Lang, 1971; Rachman & tlodgson 197 4; Telch, 1982). In addition 
research showed that the degree of fear arousal during treatment 
correlates poorly with the degree of therapeutic benefit (Marks, 
1978; Mathews, Gelder, & Johnston, 1981). Anxiety clearly could not 
be the major determi11ant of phobic behavior, so treatments based on 
7 
anxiety theory lacked a viable foundation. 
The failure of anxiety theory led some to take a nontheoretical 
approach in trying to explain the effects of treatments by eschewing fl' 
psychological mediation altogether. Marks (1978) advocated the 
influential concept of "exposure", which holds that changes in phobic 
behavior are due to exposure to phobic stimuli for prolonged periods 
of time until anxiety and avoidant behavior subside. The exposure 
approach, loosely based on classical conditioning theory, emphasizes 
external sti1nulus factors and their role in evoking conditioned fear 
and avoidance reactions. The expos11re view of treatment is that 
unreinforced exposure to the feared stimulus leads directly to 
extinction of anxiety and avoidance. 
The exposure concept is limited in explaining psychological 
mechanisms and procedures. It fails to explain the differential 
therapeutic outcomes for phobics exposed to different kinds of 
symbolic and :1ctual pl1obic stimuli. For example, treatment based on 
subjects viewing the feared stimulus are less effective in reducing 
fear t11an treat·ment based 011 subjects viewing a model interact with 
the feared stiinulus (Bandura, Grusec, & Menlove, 1967). To explain 
these findings exposure theorists referred to the concept of 
"interactive exposure" (Marks, 1978). However this concept does not 
explain the findings of Kazdin (1973) and Meichenbaum (1971) in which 
viewing a hesitant model gradually master fear was of greater benefit 
t11an watch.ing a bold model adroitly interact with the feared object 
for the sa1ne duration. "Exposure" clearly has difficulty explaining 
8 
such findings. 
In standard exposure treatment, the phobic is put in charge of 
curing his phobias by exposing himself to the phobic stimuli. The 
physical exposure is the central therapeutic aspect. This places the 
therapist and the phobic in passive roles. The therapist mainly 
encourages the phobic to go out into the situation and expose himself 
to it; remaining there for a long enough time for fear to subside. 
As the therapist is thought to have a limited role in helping the 
phobic in the situation, exposure treatment most commonly is 
adtui11istered in tl1e form of "homework" assignments carried out in the 
therapist's absence. Treatments based solely on exposure to phobic 
stimuli have been shown to be somewhat effective for treating 
agoraphobia, but tl1ey also have been shown to produce considerable 
variability in treatment outcome, leaving about 30% of agoraphobics 
with little or no improvement (Barlow, 1980; Barlow & Wolfe, 1981) 
and widely varying degrees of benefit arnong those who do improve. 
An alternative approach to phobia treatment has been taken by 
theorists such as Beck & Emery (1985), recognizing cognitive factors 
as influential in phobias. They assume that faulty thinking 
processes cause phobic behavior and anxiety, and consequently 
treatment seeks to alter those thought processes. In Eeck's approach 
trying to change w11at phobics think is attempted prirnarily through 
dialogue in which phobics' thoughts are first examined before 
alternative ways of thinking are encouraged. Studies have shown that 
these cognitive treatments produce less change in avoidant behavior 
9 
---- -· --- --- ---- --... ,lll!ll!l!!lll!!iltlll!l\llllli!!!!!!!l!!!l!~!l!!'ffllll!I-----· 
and subjective anxiety than do in vivo performance-based treatments 
(Biran & Wilson, 1981; Emmelkamp, Kuipers, & Eggeraat, 1978; Williams 
& Rappaport, 1983). 
' 
Social learning theory (Bandura, 1969) also has argued that 
cognitive mechanisms underly phobic behavior, but that the operative 
cognitions are people's specific phobia-relevant thoughts rather than 
global thought patterns. In a further refinement of social learning 
theory, self-efficacy theory (Bandura, 1977), suggests that phobic 
disability and distress are caused by people's lack of confidence 
that they can engage in and cope successfully with phobic activities. 
In this theory, low self-efficacy leads people to avoid, be afraid, 
and experience anticipatory thoughts of distress and vulnerability. 
On the other hand, people who are confident that they can manage 
potential threats have little reason to fear and avoid them. 
Self-efficacy judgments are held to influence w·hat people choose to 
do, how mucl1 effort they put into it, and how long they will persist 
when faced with obstacles and discouraging experiences (Bandura, 
1982). 
People's perceived self-efficacy can be influenced in various 
ways. The various sources of efficacy information differ in how n1uch 
they influence self-efficacy perceptions. The most effective source 
of information for influencing one's self-efficacy perceptions is the 
firsthand experience of behavioral success. The experience of 
successful performance leaves less room for doubt about one's coping 
abilities. If people succeed in performing a difficult task, that 
10 
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will tend to strongly bolster their confidence related to that task 
in the future. Other ways to influence self-efficacy are verbal 
persuasion and vicarious learning. According to Bandura's theory 
(1977) verbal persuasion is a relatively weak source for changing 
self-efficacy perceptions because it is usually not all that 
trustworthy. Observing others can be more effective, for it conveys 
rnore compelling information about the action and it induces a more 
vivid scenario from which to judge one's own capabilities, especially 
when the model seems most similar to oneself. In sum, the theory 
holds that self-efficacy perceptions are best influenced not by a 
verbal dialogue or vicarious display but rather by firsthand 
performance success. 
Perforrnance-based treatment encompasses a wide range of possible 
procedures. They range from therapist-guided performance ind11ction 
to non-therapist assisted homework assign1nents. These possible 
variations encompass very brief contact i;vitl1 the phobic situation; 
prolonged treat~ent procedures; encouraging people to keep their 
anxiety lo\-v; and having tl1em try for 11igl1 anxiety or even ignoring 
anxiety altogether. Further, some treatments attempt to change 
phobic's thoughts while coping with threats, or to apply a relaxation 
procedure instead. Self-efficacy theory reduces the range of 
possibilities considerably and gives guidance in how exactly to 
implement performance treatments. Performance-based treatment derived 
from self-efficacy theory aims at promoting rapid performance 
accomplishments and a proficient and varied performance until the 
11 
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person gains a strong sense of mastery. No attempt is made to 
directly inhibit or evoke anxiety, or to alter maladaptive thinking 
through verbal means. 
Treatment based on self-efficacy theory, also known as "guided 
mastery" treatment, emphasizes the tl1erapist taking an active role in 
promoting performance success (Bandura et al., 1969; Williams, 
Dooseman, & T(leifield, 1984; Wi.lliams, Turner, & Peer, 1985). The 
goal is to aid phobic people to succeed in performing pl1obic 
activities rather than urging people to expose the111selves to phobic 
stirnuli. Li\goraphobics are first aided to perform tasks that they 
previously could not, and then tl1ey are guided to perform these tasks 
in a proficient and varied way. In a variety of different ways the 
phobic is helped to engage in activities he could not perform without 
the therapist's help. Acco1npanying tr1e phobic is one way of helping 
him to initially succeed. Another mastery aid is to have phobics 
first attempt subtasks if the final goal is too difficult. This can 
induce initial performance success in the sense of helping people to 
perform an activity tl1at otherwise they could not. Once successful 
performance is accomplished, mastery treatrnent further guides the 
phobics in perfor1ning the activity in a varied and proficient way, 
thereby giving a robust sense of mastery and reducing anxiety. 
Williams (1985) has argued that performing an activity in a 
circlllnscribed and self-protected way can 1narkedly reduce the 
confidence one gains in one's coping abilities. Agoraphobic 
avoidance is not simply a n1atter of all-or-none avoidance. Often 
12 
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agoraphobics will perfor·m the dreaded activities but while doing so 
they will perform the activity in a very circumscribed way. For 
example, an elevator phobic will ride the elevator but only when 
standing next to the door, closely watching the lit numbers which 
indicate the floors. Or a person phobic of crowded places such as 
church will attend church every Sunday, but only ~1en sitting near 
the exit. These embedded avoidance maneuvers can markedly limit an 
agoraphobic's sense of mastery and ability to function. Embedded 
defensive activities may in part explain why some people perfor1n 
feared activities for extended periods with little or no decline in 
subjective distress. Perfonning an r1ctivity in only one way conveys 
information of the inability to perform the activity in different 
ways and thereby undermines people's confidence. For exan1ple, a 
driving phobic who drives on freeways only in the right-hand lane, 
fosters his perception of being unable to drive on the left-hand lane 
and to change lanes. 
The guided niastery therapist accordingly identifies these 
self-protective rituals and maneuvers and then guides the phobic in a 
more proficient performance, to promote a stronger sense of 
confidence and less anxiety while doing so. In sum, the guided 
mastery therapist first assists the phobic to promote performance 
accomplishments and gain some confidence, and then the therapist 
guides the phobic in proficient and varied performance to instill.a 
robust sense of mastery. 
In the development of social learning theory, guided mastery 
13 
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treatment was originally known as "participant modeling" (Bandura et 
al., 1969). Treatment was mainly applied to animal phobias. Having 
such subjects observe a model first cope with the animal helped them 
overcome their inl1ibitions and fear. This was found to be one of the 
most important ways of helping those phobics. The nan1e "participant 
modeling" is less suitable for agoraphobia treatment because modeling 
plays a relatively minor role in it and therefore the more inclusive 
term "guided mastery" is preferable. 
The contribution of.therapist assistance and guidance in 
comparison with mere exposure was first tested by Bandura, Jeffrey, & 
Wright (1974) with snake phobics who ,,1ere quite unable to approach, 
touch, and handle a live snake. They compared mastery treatment 
applying multiple therapist aids versus exposure treatment applying 
only minimal therapist aids. Multiply aided treatment consisted of 
the therapists' first modeling snake interaction tasks, then 
assisting the subjects beginning with touching the snake while the 
experi1nenter held the snak.e at head and tail, or touching the snak.e 
wearing gloves, to letting the snake cra\.;;rl freely onto the phobics' 
lap. Mini1nally aided treat;nent consisted of only viewing a model 
perform proficient snake handling and then encouraging subjects to do 
the same. The effect on subjects' ability to approach and handle the 
snake was of prirnary interest, and as predicted, subjects who had 
received highly guided and assisted treatment surpassed their 
' 
minimally aided counterpa.rts not only in ability to behaviorally cope 
with snaltes, but also in reduced anxiety \vhile doing so (Bandt1ra et 
14 
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al., 1974). This finding was replicated by O'Brien & Kelley (1980). 
\ Two other studies showed the superiority of mastery treatment 
over an exposure treatment for treating height and driving phobia 
(Williams et al., 1984, 1985). In both studies, subjects receiving 
mastery treatment were given various kinds of assistance such as 
accompaniment when performing the task. Once the phobic was able to 
execute most tasks, guidance was given in how to perform the task in 
a varied and proficient way, with aids gradually withdrawn so that 
the phobics could attribute their performance success to their own 
efficacy. Mastery treatment was compared to two variants of exposure. 
treat~ent, flooding (Williams et al., 1984) and desensitization 
(Williams et al., 1985). Both exposure variants consisted of 
encouraging the phobic to go out and experience the situation. In 
desensitization treatruent the phobic was ask.ed to approach the task 
while remaining at low levels of anxiety and refraining fron1 furtl1er 
performance as soon as experiencing anxiety, whereas in flooding 
trea t:nent the phobic was urged to expose himself as rapidly as 
possible to the situation irrespective of amount of anxiety 
experienced. 
In both studies, guided mastery treat~ent was found to be 
significantly and substantially more effective than the exposure 
treatments in helping these phobics overcome their problem (Williams 
et al., 1984, 1985). On most measures such as behavior, 
self-efficacy, and anxiety, guided mastery treatment was more 
effective than desensitization or flooding treatment in bringing 
15 
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about therapeutic change. In sum, mastery-oriented therapist 
guidance is more effective in helping phobics overcome their severe 
be11avioral avoidance and distress compared to treatments in which 
phobic people receive only 1ninimal assistance and guidance. 
No previous re sea rct1 has com pa red guided mastery and exposure 
treatment for people T!lho l1ave multiple phobias such as agoraphobia. 
It is of major interest to find effective treatments for people who 
suffer from this most distressing and limiting of all the phobias. 
Pre\rious research has evaluated the capacity of guided mastery 
treatment to reduce phobics' strong behavioral lirnit3.tions and 
increase their ability to function. Therefore severely behaviorally 
disabled phobics were selected for study (Bandura et al., 1969, 1974, 
Bandura, Adams, & Beyer, 1977, Bandura, Jeffrey, & Gajdos, 1975 
O'Brien & Kelley, 1980; \rJilliams et al., 1984, 1935). Many 
agoraphobics are highly avoidant of phobic situations in their 
everyday lives, but when encou.raged to do a cert;iin activity tl1ey can 
do so but only under extreme feelings of distress and anxiety. The 
challenge for such indi·1iduals is not so much to restore behavioral 
capabilities but to enable them to use the capabilities they already 
possess without distress. No previous research has been done to 
evaluate treatments designed specifically for this sub-group of 
phobics. Some researchers have argued that when phobics are highly 
anxious but not highly disabled, performance-based treat~ents are not 
appropriate. Their argument is that performance based treatment has 
a strong impact on performance but not on feelings and thoughts (e.g. 
16 
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Ost, Johansson, & Jerremalro, 1982; Sheehan, 1982). Therefore it is 
·•
1
·:· of interest to test whether behavioral treatments such as guided 
mastery and in vivo exposure are effective in reducing anxiety among 
people for whom situational anxiety rather than outright disability 
is the major problem. 
In the present study agoraphobics who suffered mainly from high 
anxiety when perfonning phobic activities received either guided 
mastery treatment based on self-efficacy theory, exposure treatment 
based on the concept of physical proxirnity to the stimuli, or a 
no-treatment control procedure. Every effort was made to equate the 
two treatments in the-degree of therapist interest and warinth 
displayed towards subjects, and in the degree of encouragement to 
enter and remain in the phobic situation. The treatments were 
precisely matched in duration of time spent exposed to the phobic 
stimuli. Exposure treatment emphasized physical exposure to the 
feared stimulus to allow extinction of anxiety to take place. The 
guided mastery therapist in addition gave detailed guidance to 
subjects in how to perfortn the activities in a varied manner with 
minimal defensive maneuvers. 
The experi,nental hypotheses were (a) that both treatments would 
be more effective in reducing situational anxiety than the control 
condition, and (b) that guided mastery treatment i:,,rould be more 
effective tha11 exposure treat1nent in reducing situ .. a.tional anxiety. 
17 
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Method 
Subjects and Selection Procedure 
The subjects were 22 female and 4 male agoraphobics who 
responded to local media announcements of a free treatment program 
for agoraphobia, or who were referred to the prograin by local helping 
professionals. Subjects' 1nean age was 43, SD = 12, ranging fro1n 23 
to 67. Subjects had been phobic for a rnean of 15 years,, SD = 12, 
ranging from 1 to 60. Twenty subjects had previously received 
professional treatment for their agoraphobia with little benefit, and 
they all indicated that their agoraphobia adversely affected their 
lives. On the 0-40 agoraphobia sea le of the Fear Questionnaire 
(Marks & Mathews, 1979; see Appendix A), subjects had a mean score of 
21.3, SD= 10.8. This is quite close to the mean score of 21.7, SD -
l?.l, reported by l1arks and Mathews (1979) on their standardization 
sample of agoraphobics, indicating that the present subjects were 
clearly within this definition of agoraphobia • 
•.. 
The selection procedures were designed to select avoidant 
agoraphobics in contrast to disabled agoraphobics. Avoidant 
agoraphobics usually avoid (i.e. not perform) phobic activities in 
their everyday life, but when they are taken to a phobic setting and 
encouraged to attempt the activity, they can do most or all of it 
with high anxiety. Disabled agoraphobics also avoid phobic 
activities in their everyday life, but they are unable to perform the 
activities when they try. The selection procedure excluded the 
18 
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disabled agoraphobics and referred them to another research protocol 
more appropriate to their disability. 
Subjects were initially selected on the basis of their 
responses to the Agoraphobia Anticipated Anxiety Questionnaire (see 
Appendix B) developed for the present study, which consists of 
hierarchies of tasks within each of 7 activities typically 
problematic for agoraphobics (driving a car, grocery shopping, riding 
elevators, mounting heights, walking along a busy street, walking 
through a mall) walking across bridges). Subjects rated their 
anticipated anxiety for each task within each phobic activity by 
indicating how anxious they thought they would become if they were to 
perform the task, using an anxiety scale from Oto 10 in 1-point 
incren1ents. To be eligible for inclusion, these agorap11obics had to 
indicate anticipated anxiety higher than 5 for at least one of the 
tasks within at least one of the 7 activities. The Agoraphobia 
Anticipated Anxiety Questionnaire WdS used for the initial roug11 
screening because previous research has indicated that people's 
ratings of anticipated anxiety are highly predictive of their ratings 
of anxiety given wl1ile perfonning agoraphobic activities (Williams, 
1986) and the measure thus permitted ready identification of subjects 
likely to meet the subsequent anxiety inclusion criterion described 
next. 
As the next step in the selection procedure, subjects completed 
behavioral tests of their ability to perform the activities for which 
they had indicated high anticipated anxiety. To be included they had 
19 
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to report actual high anxiety in at least one of the tests. High 
anxiety was defined as an anxiety rating of 5 or higher, given while 
J. 
performing at least one test task. (The behavioral tests are 
described in more detail below). So for each subject, the one or 
more phobias for which tl1ey first indicated high anticipated anx.iety, 
and then reported high anxiety while actually performing the 
activity, constitued the identified phobias that were subsequently 
treated and behaviorally tested in the study. Potential subjects who 
..,...,,, 
I 
were able to perform fewer than 60% of the tasks in a given test, 
indicating that they ~ATere disabled rather than avoidant, ~vere 
excluded as described earlier. 
Procedure 
Subjects completed one session for each identified phobia; so 
for example, if subjects had three identified phobias, tl1ey were seen 
for three sessions. Each session consisted of a pretreat:nent 
behavioral test, one hour of treatment, and a posttreatment 
behavioral test. Subjects were assigned at random to guided mastery, 
exposure, or the control condition after the pretreatment behavioral 
test for the first identified phobia. Once a subject was assigned to 
one of the two active treatment conditions, all phobias for that 
subject were subsequently treated witl1 the same method. Subjects who 
at first had been assigned to the no-treatment control condition were 
re-assigned at random to one of the two active treatment conditions 
after completing a second behavioral test. 
Guided mastery contained 15 subjects evaluated for 27 phobias, 
20 
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exposure contained 11 su~jects evaluated for 20 phobias, and the 
no-treatment control group contained 6 subjeccs evaluated for 14 
phobias. The control condition was assigned fewer su~jects than 
either active treatment condition by a weighted randomizat
ion 
procedure adopted to permit the assignment of more subjects to the 
active treatment conditions of primary interest. 
Pretreat:ment behavioral test procecure. Subjects were first 
taken to the com.munity setting where the phobia w·as to be 
bel1aviorally tested. Before atte'llµting to perform the task
s of the 
test, subjects completed four measures of thought, namely, perceived 
self-efficacy, anticipated anxiety, anticipated panic, and 
perceived. 
danger (these measures are explained below in more detail). They 
t11en were asked to perfonn as n:1.any task.s of tl1e behavioral 
test as 
they could, and to rate their subjective anxiety as they completed 
each task. Directly after the test, subjects again completed the 
four rneasures of thougl1t. The thought n1easures were gathe
red both 
before and after the test to permit evaluqting the effects
 of 
treatment on thought without confounding by any effects of 
the 
behavioral test itself. 
The assessments were conducted according to standardized 
assessment manuals developed for the present study that de
scribed the 
setting in which the test was to take place, the verbati1n 
instructions to subjects, the sequence in which the tasks and ratings 
were to be completed, .and the criteria of successful perfor
mance (see 
Appendix C). 
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H.ea.sures 
Perceived self-efficacy. Subjects rated their perceived 
self-efficacy for performing each task of the behavioral test by 
checking each specific task they thought they could perform, and how 
confident they ,,ere·that they could perform it. To give the 
confidence ratings, subjects used a sea le ranging from 10 ("quite 
uncertain") to 100 ("certain") in 10-units intervals (see Appendix 
D). Perceived self-effic~cy was scored as the mean of the confidence 
ratings across all tasks. 
Anticipated anxiety. Subjects rated their anticipated anxiety 
for each task by indicating how anxious they thought they would 
become if they were to actually perform it. Subjects used an anxiety 
scale ranging from O ("unafraic., not tense or anxious") to 10 
("extremely afraid, very tense and anxious") in 1-unit intervals (see 
Appendix E). Anticipated anxiety \vas scored as the n1ean of the 
anticipated anxiety ratings across all tasks. 
Anticipated panic. Subjects then rated their anticipated panic, 
by indicating how likely tl1ey thought it \vdS that they would 
experience a panic attack if they were to perform each task. Panic 
attack was not explicitly defined for the subjects, rather subjects 
used their own implicit definition for rating it. Because panic 
attacks are so salient, vivid, and aversive, agoraphobics usually 
have little difficulty or doubt about what the tenn refers to. 
Subjects used a likelihood scale ranging from 0% ("not possible") to 
100% ( "certain") in 10% intervals ( see Appendix F). Anticipated 
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panic ,~s scored as the mean of the likelihood ratings across all 
tasks. 
Perceived danger. Subjects then were asked whether they thought 
that a particular l1armful consequence might occur if tl1ey were to 
perform the tasks of the behavioral test, and if so, what it was. If 
subjects named a particular harmful consequence such as having a 
heart attack, doing something embarassing, losing bowel or bladder 
control etc., it was entered onto a space provided on the perceived 
danger for1n. Then subjects were asked to rate ho\,1 likely they thought 
it was that this specific l1a nnful consequence would occur if tl1ey 
were to perfor1n each task of the bel1avioral test. Subjects used the 
same likelihood scale as for anticipated panic, ranging from 0% to 
100% (see Appendix G). Perceived danger was scored as the mean of 
perceived danger ratings across all tasks. If subjects did not 
111ention any possible harraful consequence, perceived danger was scored 
as zero. 
Behavioral test. Subjects then were asked to perform as many 
behavioral task.s of t11e test as the.y could. Tl1e behavioral tests for 
the variOllS phobias each consisted of a nuraber of subtasks, r,:1.nging 
fr om quite easy to q 11 it e di ff i c 1.1 l t , with approx i ma t e 1 y e q lla 1 
intervals of difficulty in between. 
The behavioral test for the mall consisted of a route through a 
large indoor shopping mall. For the purpose of the rating measures, 
the route was divided into 12 equal segments. Subjects' ability to 
walk across a bridge and along a busy street were tested in a similar 
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fashion (see Appendix H). The behavioral test for riding elevators 
took place at a local 10-story building, and consisted of riding the 
elevator up as many stories as possible. The behavioral test for 
heights took place at a six story parking garage, and consisted of 
mounting to each level and looking straight down at the ground for 15 
seconds before continuing. Ability to do grocery shopping was tested 
by having subjects ,1ttempt to enter a supermarket, walk various 
distances from the door, wait in line with their selections, and 
p1..1rchase a designated nu1nber of ite._ms through express and regular 
checkout lines. !)riving ability was measured by having subjects 
)\ 
att~npt to drive and return along progressively more difficult 
driving routes, beginning with a quiet residential street, then minor 
and rna jor tl1oroughfa res, then a busy freew·ay. 
In all cases the assessor waited at the beginning of the route 
while the subject attempted the tasks. After the be11avioral test, 
the assessor verified the subjects' perfor1nance by noting odometer 
readings, by noting tl1e grocery items purchased, by collecting red 
tape markers that had been placed by the subject at the fart11est 
point reached, or directly by observation as in the heights test. 
For all bel1avioral tests, behavior was scored as the percentage of 
tasks successfully performed, with a partial value added for partial 
task performance. 
Performance-related subjective anxiety. Using the 0-10 anxiety 
scale, subjects .rated l1ow anxious tl1ey felt while perfonning eacl1 
task (see Appendix I). Driving phobics were asked to report how 
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anxious they felt directly :ifter completin~ each route. '1:11 I. rhohlr:-; 
took with them a diagram of the mall t!llth sp,1c:es pro·1lded for r,qtfng 
their subjective anxiety ;is they reached e;1rh of the 12 poln.tH l:1 the 
mall. During bridge, walking, and <;i1perrn.:-irkP.t testq, subjects took 
similar forms v1ith them ·which provided spaces to fill in the 
subjective anxiety ::it specific points (see Appendix T). Height 
phobics indic.qted how anxio11s they ~,1ere ilt 1~.::ich level of the hullo.in~ 
by holding up the appropriate number of fingers. Elevator phnhlcs 
reported to the assessor the anxiety experienced after riding the 
elevator. 
The anxiety ratings were scored in three different w:1ys. 
' 
Anxiety-All Tasks was the :nean of all ratin0 s given during the 
behavioral test. This measures provided information on the over:-111 
level of anxiety during the test. Anxiety-Subset 1'1as scored a.s the 
mean of the ratings given by each subject for the subset of tasks he 
or she performed in both the pretreatment behavioral test and in the 
posttreat~ent behavioral test for that phobia. This index of anxiety 
was calculated because in the posttreatinent hel1avior:-1l test, subjects 
perforrned significantly more tasks than they ha.cl at the pretre<:1tnent 
hel1avioral test. Therefore, tl1ey were perforrning more challenging 
and hence potentially more anxiety-provoking tasks posttreatiient. In 
order to eliminate this confound between anxiety and level of 
behavior, anxiety-subset was computed providing irrformation on change 
in anxiety with pre-and posttreatment behavior held constant within 
each subject. Anxiety-Highest was the highest single ~nxiety rating 
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fashion (see Appendix H). The behavioral test for riding elevators 
took place at a local 1o~story building, and consisted of 
riding the 
elevator up as many stories as possible. The behavioral t
est for 
heights took place at a six story parking garage, and cons
isted of 
mounting to each level and looking straight down at the gr
ound for 15 
seconds before contin.uing. Ability to do grocery s11opping
 was tested 
by having subjects .:1ttempt to enter a super,narket, walk various 
distances from the door, wait in line with their selection
s, and 
purcl1ase a design.1.ted number of items through express and 
regular 
checkout lines. :!)riving ability was measured by having subjects 
att~npt to drive and return along progressively more diffi
cult 
driving routes, beginning with a quiet residential street,
 then minor 
and rnajor t11oroughfares, then a busy free\ri1ay. 
In all cases the assessor waited at the beginning of the r
oute 
while the subject .1.tte1npted the tast:s. After the behavioral test, 
the il.ssessor verified the subjects' performance by noting odometer 
reaciings, by noting t11e grocery ite1"1.s purch:ised, by collec
ting red 
tape markers that ha<l been placed by the subject .:it the farthest 
point reached, or directly by observation as in the heights 
test. 
For all behavioral tests, behavior was scored as the perce
ntage of 
tasks successfully performed, with a partial value added f
or partial 
task performance. 
Performance-related sub1ective anxiety. Using the 0-10 anx
iety 
scale, subjects rated how anxious tl1ey felt while perfonning each 
task (see Appendix I). Driving phobics were asked to report how 
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anxious they felt directly after completing each route. Mall phobics 
took with them a diagram of the mall with spaces provided for rating 
their subjective anxiety as they reached each of the 12 points in the 
mall. During bridge, walking, a lld supermarket tests, subjects took. 
similar forms v1i tl1 them whicl1 provided spaces to fill in the 
subjective anxiety at specific points (see Appendix J). Height 
phobics indicated how a1rxious they ,,vere at each level of the building 
by holdi11g up the appropr late number of fingers. Eleva tor phobics 
reported to the assessor the anxiety experienced after riding the 
elevator. 
The anxiety ratings were scored in three different ways. 
Anxiety-All Tasks was the mean of all ratin3s given during the 
behavioral test. This measures provided information on the overall 
level of anxiety during the test. Amriety-Subset \vas scored as the 
mean of the ratings given by each subject for the subset of tasks he 
or she performed in both the pretreatment behavioral test and in the 
posttreatment behavioral test for that phobia. This index of anxiety 
was calculated because in the posttreat1ne11t behavioral test, subjects 
perforn1ed significantly more tasks tl-1an they had at the pretreat,nent 
bel1avioral test. Therefore, they were perfor,ning more challenging 
and hence potentially more anxiety-provoking tasks posttreat~ent. In 
order to eliminA.te this confound between anxiety and level of 
behavior, anxiety-subset was computed providi11g information on change 
in anxiety with pre-and posttreatment behavior held constant within 
each subject. Anxiety-Highest was the highest single anxiety rating 
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given during the behavioral test. This measure provides more 
specific information on a subjects' maximum anxiety experienced 
during the behavioral test. 
Treatments 
Treat:nent for a given phobia lasted one hour and \okls conducted 
.:it the same site as the bel1avioral test. The therapist was with the 
subject at the treatTient site. Subjects in both active treatment 
conditions were given the san1e rationale, nr1.mely, that to overcome 
their phobia they i:'1ould have to do the activities they fear. 
Treatment in both conditions hras oriented toward performance only, 
and subjects in both condition wer2 not give11 any instructions in how 
to cl1ange tr1eir t1101.1gl1ts, nor any instructions in 110w to relax 
physically in order to overco1ne their problem. Compliance with 
treat,nent tasks was veri.fied by direct observation or by tape 
,I1ark.i11gs, odomet1:!r reA.dinzs, etc. as in the behavioral test. 
Guided Mastery. Tn guided rnastery treatraent, the therapist took 
a highly active role in guiding the subjects' behavior, giving 
detailed instructions A.s to l1ow the person sl1ould perform t11e 
activity. Because subjects were selected for being highly anxious 
when perfo~ning the activities, but not highly disabled, they were 
able to perfor1n rnost task.s, but felt highly distressed while doing 
so. If the phobic A.t first was unable to fully perfor1n tr1e whole 
activity, the therapist acco1npanied the subject into the treat:nent 
setting to assist then1 until tl1ey cou.ld do the entire 8.ctivity alonf~. 
Such joint performance involved going with the subject together into 
' 
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the setting and W:ilking at gradually increasing distances behind the 
subject. The t11erapist then no longer acco:cnpanied the phobic, but 
instead emphasized proficient and varied perfor1nance of the activity. 
Even if the subject was able to perform all therapeutic tasks 
from the beginning, the therapist initially accompanied the subject 
into the treatment setting to observe the quality of subjects' 
performance, beiag attentive to any awk,vardness or embedded 
performance restrictions such as clinging to the steering ,,;rheel when 
drivi11g, or not letting go of the shopping cart when in the 
superrnarket. The tl1erapist then made suggestions as to ho,,1 to 
iinprove upon the perfocu1ance by eli1ninating the defensive maneuvers. 
~Proficient performance T.,;ras also enco11ra3ed by asking the subject 
to perforn1 tasks i11 3. var;.t_Jty of different w:.::iys, ,,1ith the c1irn of 
elimin:i.ting resid•1al doubts abot1t their coping abilities. For 
example, a driving phobic completing all driving routes, but driving 
in a ·very defensive way, sucl1 as drivirrg a.t loi:v speed, always driving 
in t11e san1e lane, or never passing other ca .cs, was encouraged to 
speed up, change lanes, and pass other cars. A person phobic of the 
grocery store, ~,;rho ro.ight only choose few items frorn a restricted area 
in t11e store, and check out at the express checkout, i;.,;ras encouraged 
to purchase iten1s from all over the store, let go of the shopping 
c.::irt that 1night serve a security function, and then check out at the 
regular cl1eckout line. A.s soon as proficient perform.ance i.n a 
variety of ways was reached, mastery aids grad•1ally were withdrawn, 
so that the phobics could succeed on their own, and thereby gain a 
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strong sense of mastery. 
Exposure. In the exposure treat:nent, the therapist also ,...ias 
with the subject at the treat1nent site, but did not accompany the 
subject into the trea t,11ent situation at any ti1ne. The exposure 
tl1erapist emphasized the stimulus setting by telling subjects to 
expose the1nselves repeatedly and continually to the target sti,ntili by 
perfonning the tasks corresponding to the tasks of the behavioral 
test. The tt1erapist praised subjects for their efforts and \vanuly 
encouraged the,n to persist. }Jo guidance t.>las given to subjects of any 
kind concerning eli~inating self-protective activities or encouraging 
profici..ent varied perforrrrance. 
No-Treat.ment Control. After tl1e pretreat;nent behavioral test, 
and before receiving any treatment, subjects ir1 the no-treatment 
control condition we re told that they w·ould co,nplete a second 
behavior;.il test identical to the first two to three days lflter. After 
the post-co11trol behavior;:il tests, subjects \vere assi3ned at randotn 
to one of the two active treatment conditions. 
Therapist and Therapist Ratings 
All treat;11ent was conducted hy a female graduate student in 
psychology. At the concl nsion of the experi,nent, as a check to 
ensure that the two treat,rrents were administered with the sar.::i.e degree 
of general therapist encourag~oeat and support, subjects in both 
treat~ent conditions rated the therapist on 6-point scales for the 
degree to which the therapist urged them to confront their fears, and 
for hov1 supportive of them the therapist was duri11g treat:nent (see 
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Appendix K). Subjects completed the therapist r.1.ting for.us in the 
absence of the therapist, then put them into envelopes and 1nailed 
them to a different program staff member. 
The re~ults sho~ied that in both the mastery and exposure 
• 
treatment conditions subjects rated the therapist as having strongly 
urged them to confront fear (For gulden mastery M - S.S, SD - 1.1; 
For exposure M = 5.6, SD= 0.7), and as having been maximally 
- -
supportive (For guided mastery M = 6.0, SD = O; For exposure ·M - 5.9, 
SD= 0.3). The means for both measures were not significantly 
different for the two treat~ent groups. 
In sum, all subjects (including the control subjects after 
co1npleting the no-treat-uent control procedures) received one hour of· 
in vivo performance-based treatment, eitl1er g1.1ided rn.astery or 
exposure. Exposure treat-uent emphasized the subjects' physical 
presence in the situqtion, guided mastery 6nphaslzed promoting 
successful perf o r,.uance accorupl ish1nents, e li:ni11a ting embedded 
self-protective 1naneuvers in the situation, c1.nd varied and proficient 
perforrnance. The 1n.._qjor purpose of this study r_.vas to investigate 
whether the therapist's specific assistance and detailed guidance in 
how to perfortn pl1obic activities can accelerate therapeutic change in 
anxiety over merely encouraging subjects to remain in physical 
proxirnity to phobic stirnuli. 
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Results 
Data on two or three phobias were collected for 16 of the 26 
subjects. To derive a single score for each variable for each 
subject at a given assessment phase, the measures were first averaged 
across phobias within each of the 16 multiphobic subjects. 
Pretreatment Assessment 
Prior to analyzin.3 tre;;itment effects, one-\vay a11alyses of
 
variance were performed on all of the pretreatment measur
es. These 
analyses revealed that subjects in the three conditions did not 
differ significantly from one anotl1er on any measure take
n prior to 
treatment, all Fs(2, 29) < 1. 
Coaparative Treatment Effects 
The mean pretreatment and posttreatment scores for the th
ree 
conditions on tl1e v3riot1s measures are presented in Figur
es 1-3 and 
Table lo To test for intergroup differences in treat:nent
 effects, 
the pretreatment and posttreatment scores Eor each measur
e were first 
exam.ined by t,..ro-way (Trea t:nent Groups x .. \ssess:nent Phases) analyses 
of variance with repeated 1neasures on the Assess(nent Phases factor. 
The results of these analyses are presented in the upper 
section of 
Table 2. The findings of major interest are the Treatment Group x 
Assessement Phases interacti<Jns. To detern1ine which speci
 fie groups 
differed frorn anotl1er, the significant r;roup x Phases int
eractions 
were further analyzed by two orthogonal comparisons. 
The first co1npared the two active treatn1ent conditions (Guided 
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mastery and Exposure) with the Control condition to determine whether 
active treatment produced greater improvetnent than no treat.11ent. The 
second co1npared guided rnastery treatn1ent with exposure treatment. 
The changes on each measure achieved by subjects within each of the 
three experimental conditions from pretreatment to posttreatment are 
presented in the 101.ver section of Table ? • 
Anxiety. Tl1e reader will recall that subjects' anxiety ratings 
given while perforrr1ing the tasks of the behavioral test were scored 
in three different \vays: (:=i.) r:1.n:,clety-;:i.ll tasks \vas scored as the mean 
of all ratings given <luring the he11avioral test, (b) anxiety-subset 
was scored as the ,nean of tl1e ratings given by eA.c11 subject for the 
subset of tasks the subject perfor1.ned in both the pretre;:itnent 
behavioral test and in the posttreatrneut behavioral test, and (c) 
;:inxiety-highest was scored as the highest single anxiety rating given 
during the behavioral test. The pretreatment and posttreatment ~eans 
for all 3 anxiety scores ac11ieved by subjects il1 the various 
conditions are displayed in Figures 1-3. These indicate a 
substantial decline for all three anxiety measures for subjects in 
the guided rnastery treatrae11t condition, a son1ewhnt less substantial 
decline on all anxiety measures for subjects in the exposure 
treatment condition, and only a slight decline on all anxiety 
;neasures for subjects in the no-treat~ent control condition. The 
significance of these within group changes are presented in the lower 
half of Table z. Subjects in the guided 1nastery condition shov1ed a 
significant decrease in anxiety from pretreatment to posttreatment on 
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all three anxiety measures (ps < .001), as did subjects ln the 
exposure condition (anxiety-all tasks p < .05; anxiety-subset .E. < 
.001; anxiety-highest~< .01). Subjects in the no-treatment control 
condition did not show a significant decrease in anxiety-all tasks or 
anxiety-subset, but did decline significantly in anKiety-highest (~ < 
• 05) • 
The overall Treat:nent Groups x Assessment Phases interaction 
presented in tl1e upper half of Table? sl1ows that there wa.s a 
significant ov~rall difference in all three anxiety indices among the 
three treatment conditions. The a priori comparisons of tl1e two 
active trcdt:nent conditions versus the control condition, w·hich are 
presenteJ in Table?, show that active treHtment reduced 
anxiety-highest and anxiety-subset to a signiEicaritly larger extent 
than did no treatment (respectively, p < .05 and p < .01), but there 
was not a signi fica11t difference for anxiety-all task.s. The guided 
rnastery versus exposure co,nparison sho~.;red tl1.:it t11e guided rnastery 
treat:11ent redL1ced anxiety-highest significantly more than did 
exposure treatment (p < .05), but there i,vas not a significant 
difference for anxiety-all tasks or anxiety-subset. However, the 
co1nparison for anxiety-all tasks closely approacl:1erl tr1e conventional 
level of significance (p = .06), and for the anxiety-subset '.neasure 
the co1nparison \vas significant at the .10 level. 
To corn.pare each active treat:nent con,iition to the control 
condition, post-hoc co-mparisons (Newman-ICeuls) were computed for 
those measures on which the guided mastery plus exposure vs. control 
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comparison was significant. For the anxiety-subset, they showed that 
the guided mastery treatment reduced anxiety-subset significantly 
tnore than did no treat:nent (p < .()5) and that exposure treat.nent also 
reduced anxiety-subset significantly more than the no-treatment 
control condition (p < .OS). For anxiety-highest, they sl1owed that 
the guided mastery treatment reducerl anxlety-highest significantly 
more than di,1 no treat~ent (p < .OS) and that exposure treat~ent rlid 
not reduce anxiety-highest significantly more than the no-treatment 
cont ro 1 condition. No post-hoc cof!lpa. r isons were computed for 
anxiety-all tasks because the guided mastery plus exposure vs. 
control co1nparison wa.s not signific.qnt, and consequently there was no 
need for further deter1nin.1tlo11 which of the treatrne11t group differed 
significantly from the control group. 
Because the preceding analyses were perforn1ed on averaged datq, 
it is of interest to know ~rat proportion of subjects in each 
condition s110,,1e<l [narked, ,noderate, or slight irrrprovement in anxlety. 
Change scores for anxiety-all tasks, anxiety-subset, and 
anxiety-highest were co1nputed, then were grouped ::i,.ccord.ing to arnount 
of increiaents in iinprove:nent. 11arked improven1ent was defined ;::is more 
than 4 points of improvement on the 0-10 anxiety scale; 2 to 4 points 
\,1as in.odera te improverrrent; and less tha11 2 points was slight ( 
i,nprovement. The res1..1lts of this categorization are presented in 
Table 3. 
Additional exploratory analyses were cornputed to determine 
whether personal data on subjects before treatment predicted the 
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amount of change they experienced in anxiety in either treatment 
condition. Correlations were computed between subjects' change score 
for the various anxiety indices and (a) years of being phobic, (b) 
age, (c) depression measured by the Beck Depression Inventory (1978) 
(see Appendix L), (d) severity of agoraphobia measured by the 
agoraphobia scale of the Fear ~uestionnaire (Marks & Mathews, 1979). 
These analyses a re presented in Ta hle '+. 
Of the 74 correlations reported in Table 4, only 3 were 
significant a.t the .05 level. Ilowever, it is i1nportant to point out 
that two of the three significant correlation coefficients only 
reached significance due to one e~treme value in respect to the 
tlistribution. Both of these correlations involved ye~rs phobic. One 
guided m.astery subject had been phobic for 60 years, wl1ereas the 
re·1aai11ing guided 1nastery subjects ranged from 1-17. The one subject 
also sho~..J"ed rnarked improvernent in anxlety, tll\1S cr.ectting an. 
artifactu.al significant positive correlation. r,Jhen recoinputed ~vith 
the outlyi11g value removed, the correlct tion beti..J"een yea.rs phobic and 
anxiety-all tasks and anxiety-subset respecti'-lely, dropped to a value 
of -.23 and +.24, 1 • l Wl1.1C l were not significant (p) .10). Tl1us only l 
of the 24 correlations, that het,..,een the Fear Questionnaire 
agoraphobia score (1979) and an-,ciety-highest, was significant .::it tl1e 
.OS level, a fin.dins that one can expect by ch.ance alone. Overall, 
the present analyses suggest, as confirmed by other researchers, that 
"the searcl1 for person variables associated with responsiveness to 
exposure treatment has not yielded m11ch success" ( Foa & Steketee, 
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1987, P• 11.5). 
Anticipated anxiety. The anticipated anxiety ratings for guided 
:nastery, exposure, and no-tre;::i.tinent control subjects for pretre:-tt1nent 
and posttreat~ent are presented in Table 1. The significance of the 
within-group changes in anticipated an~iety are presented in the 
lower half of Table? and show that the decrease in anticipated 
anxlety was significant for both the gt1ided 1n<istery subjects (p < 
.001) and the exposure subjects (p < .01), and th'.3.t the no-tre;:1.t·nent 
co11trol subjects did not change significantly. 
The overall Treat.nent Groups x Assess1nent Phases iaterdction 
presented in the upper half of TA.ble ? shows that the groups differed 
significantly in their change in anticipated anxiety (p < .OS). The 
top section of Table 2 sho1t1s the rc~sults of the a priori_ comparison 
of the two active treat~ent conditions versus the control condition. 
These reve;.11 tha.t t11e tvJO active treatments reduced anticipated 
anxiety significantly more than did the no-treat~ent control (p < 
• 01) • The guided :n.a s tery versus exposure comp:i. rison s11owed that 
there was no signific::i.nt difference in the extent that the two 
treatmerrts reduce:! subjects' anticipated anxiety. 
Self-efficacy. The 1nea11 self-efficacy ratings for 
guided-rnastery, exposure, and the no-treatment control subjects for 
pretreat11ent and posttreat11ent are presented in. Table 1. The 
significance of the within group changes are presented in the lower 
half of Table? and show that the self-efficacy of subjects in both 
active treatment conditions significantly increased from pretreatment 
3.5 
to posttreatment (~ < .001 for guided mastery, p < .01 for exposure), 
and that subjects in the no-treatment control condition showed no 
significant change. The overall Treatment Groups x Assessment phases 
interact ion for self-efficacy is presented in the llpper half of Table 
2 and s11ows that there Y!las no significant difference between the 
three conditions in degree of change in self-efficacy. The first a 
priori cornparison showed tl1:1t t11e two active treatments taken 
together did not ilnprove subjects' self-efficacy perceptions 
significantly more than did the no-treatment control condition. The 
second con1pa rison showed that tl1e re was no s ignif ica nt cliff erence in 
the extent that the two treatments improved subjects' self-efficacy 
perceptions. 
Anticipated panic. The inean antici.pa ted panic ratings for 
guided n1astery, exposure, and tl1e no-treatrllent control subjects for 
pretreatnent and posttreat.nent ,1.re presented in Table 1. The 
significance of the within group changes are presented in the lower 
half of Table ? and sl1ow tl1at the anticipated pa11ic. ratings of 
subjects in both active treatment conditions significantly decreased 
fro,n pretreat,nent to posttreatnent (p < .001 for guided mstery, p < 
.Ql for exposure) and that subjects in the no-treatment control 
condition showed no significant change. The overa 11 Treatnent Groups 
x Assessment Phases interaction is presented in the upper half of 
Table 2 a11d shov1s t11at there was not a significant difference between 
the three conditions in degree of change in anticipated panic. The 
first comparison showed that the two acti\le treat:nents taken together 
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did not reduce subjects' anticipated panic significantly more than 
did the no-treatment control condition. The second (guided mastery 
versus exposure) comparison showed that there was no significant 
difference in the extent that the t\>70 trea t1rients reduced subjects' 
antic i pa t e d pa. n i c • 
Perceived danger. The 1ner111 perceived danger ratings for guided 
,nastery, exposure, and the no-treatment control subjects for 
pretreat1J.ent ;:ind posttre:1t11ent are presented in. Table 1. The 
significance of tl1e wi.thin gro11p c11anges are presented in the lower 
ha 1 f of Table 2 and shOlilS tl1a t the perc:e i ved da 11ger ratings of 
subjects in both active treatment conditions significantly decre:1sed 
fro,a pretreatnent to posttreat11ent (p < .01 for guided ,nastery, p < 
.OS for exposure), and that subjects in the no-treatment control 
condition showed no signific8.nt change. The overall Treat~ent Groups 
x Assessment Phases interaction is presented in the upper half of 
1'a ble 2 and shows that there w1s 110 significant difference betweel1 
the three conditions in ,legree of change in perceived danger. The 
first co1nparison shov1ed that the two active treat.nents taken togetl1er 
did not reduce subjects' perceived danger significantly more than did 
the no-treat11ent control condition. T11e guided 1nastery versus 
~ 
exposure comparison sl1owed tha.t th.~re was 11 no sigl1ificant difference 
in the extent that the two treatments reduced subjects' perceived 
danger. 
All four cognitive variables failed to differentiate the two 
a.ctive treatments, yet the two treatments were differentiated by 
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anxiety-highest. For all of the preceding analyses, the values of 
the cognitive ratings averaged across all tasks of the test were 
analyzed. Because anxlety-l1ighest was based on a11 anxiety ra.ting 
given for a single task only, the experimenter hypothesized that 
perhaps the cognitive ratings given for that single task would 
differentiate the two treat~ents parallel to anxiety-highest. 
These analyses were perforn1ed using cognitive ratings given for 
the task tl1at corresponded to the highest anxiety rating given during 
the subsequent behavioral test. Two-v1ay analyses of variance with 
repeated measures on the Assesment Phases factor were computed for 
the single-task r~tings of self-efficacy, anticipated anxiety, 
anticipated panic, and perceived danger. For all four nf these 
cognitive ratings, the overall Treatment Group x Assess,nent Phases 
interactions were further analyzed with F-tests for si1nple effects, 
to determine if the t~vo Rctive treatment groups differed 
significantly from each other. For all four cognitive variables, the 
overall Treatment Gro11p x Assessm.ent Pl1ases interactions were 
si~nifica11t. But, the F-tests for si1nple effect revealed that this 
was accounted for by the t,,10 active treatn1ent groups being 
significantly more effective th.an no treat-nent in altering the phobia 
rel.'lted tl1oughts. I-lowever, none of the cognitive variables 
differentiated the two active treat~ents. Thus, even in these more 
task-specific reanalyses, the cognitive variables did not parallel 
the findings of anxiety-hi3hest. 
Approach behavior. Because the study intentionally selected 
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subjects who showed little or no behavioral disability, the measure 
of approach behavlor was of secondary importance for testing the 
comparative treat,nent effectiveness. Nevertheless, it is worth 
noting the effects of the various treatment conditions on the modest 
levels of behavioral li1nitations displayed by subjects prior to 
treatment. The mean approach behavior for guided mastery, exposure, 
and the no-treat11ent control condition for pretreat:nent and 
posttreatment are presented in Table 1. The significance of the 
within group changes ar,2 presented in the lower 11alf of Table 2 and 
show that the increase in approach behavior of subjects in both 
active treat-nent conditions si3nificantly incre~sed from pretreat:nent 
to posttreatment (ps < .01), and that subjects in the no-treatment 
control condition showed no s ignif ica nt change. The overa 11 
Treatme11t Groups x Assessment Phases interaction presented in the 
upper half of Table 2 shows that t,nere was no significA.nt difference 
between the three conditions in degree of change in approach 
bel1avior. The first co1nparison showed that the two active treat;nents 
taken together increased subjects' approach behavior significantly 
:nore than did the no-treat;nent control condition (p < .()5). The 
gt1ided rnastery versus exposure co1nparison showed tl1;:.tt there was no 
significant difference in the extent that the two treatments 
increased subjects' approach behavior. 
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CHAPTER 4 
Discussion 
In previous research a distinct superiority of guided mastery 
over exposure trea t:nent Tv3. s demonstrated for phobic people who suffer 
severe behavioral disability. When subjects were encouraged to 
perforn1 a phobic activity prior to treatment, they siinply could not 
do it more than minimally (Bandura et al., 1969, 1974, 1975, 1977; 
O'Brien & Kelley, 1980; \villiams et al., 1984, 1985) .. t\ccordingly, 
the guided mastery techniques applied during treatment were for the 
,nost part designed to enable subjects to perforn1 task.s that they 
otl1er1,:.,ise could not perform. The guided mastery th2rapLst could 
bring the full ral1ge of mastery techniques to bear. Mastery 
techniques were first applied to enable the person to perform the 
activity, then additional tecl1niques were applied to enable the 
person to perfor1n the acti\7ity in a proficient and varied way. In 
short, the previous studies that demonstrated the superiority of 
guided 1nastery over exposure treatn1ent were based on the application 
of all mastery techniques. 
Th.e subjects selected in the present study were agoraphobic, 
i.e. they met the American Psychiatric Association (1980) criteria 
for the diagnosis and showed clinical levels of agoraphobia 
co1npara ble to agoraphobic subjects in other researc11 centers ( l·1arks & 
11athews, 1979). It is i1nportant to note how·ever, that the present 
subjects were somewhat different from the behaviorally disabled 
subjects selected for previous studies. The present subjects 
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reported severe behavioral avoidance in their every day life, but 
upon taking them to the behavioral test situation, they were able to 
perform most or all of the tasks. These tasks however, were 
performed under strong feelings of anxiety. In such instances, 
rather than aiding phobics to be able to perform the activity, the 
rnastery therapist guided the person to abandon defensive lnaneuvers 
and to perfor,n the activity in a proficient and varled way so as to 
11elp them reduce their anxiety. A.ccordingly, the application of 
guided mastery tre~tment in the present study had to draw on the more 
limited repertoire of Lnastery tec11niques for guiding and aiding the 
phobics to perfor:rr task.s free of awl<w,qrdness and defensiveness. 
The major purpose was to investigate whether t11e restricted 
range of 1nastery techniques for avoidant, situationally anxious 
agoraphobics T.vould be advantageous over si,nple exposure. Clearly it 
is important to develop highly effective treatments that can help 
alleviate the distress experienced by all agoraphobics. This study 
thus served as a pilot project to test the feasibility of 
prototypical guided mastery n1e thods a pp lied to t11is ilnporta n t 
subgroup of agoraphobics i11ho h;ive not been p_reviously studied as a 
group. 
The results were enco1.1rag i11g. Fi rs t, guided mastery trea t:nent 
1,1as found to be rn.ore effective tl1an exposure treatment in reducing 
the highest level of anxiety subjects experienced in phobic 
situations. Highest anxiety defines the most aversive feeling 
associated w·ith the phobic acti\fity, and finding a treat:nent that can 
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reduce maximum distress more effectively than mere stimulus exposure 
is an important development. Second, although tl1e two average 
anxiety measures (anxiety-subset and anxiety-all tasks) did not 
signi)icantly differentiate the two treatments at the .05 level, 
guided mastery was n1ore effective than exposure treat:nent at the .10 
level for anxiety-subset, with the advantage of guided mastery over 
exposure for anxiety-all tasks reaching the p = .06 level. As Cohen 
(1977) has pointed out, an important finding just short of the .05 
significance level should not be equated with an entirely null 
finding. I conclude from tl1ese pilot findings that guided mastery 
treat~ent does hold sorne promise for offering an advantage over 
exposure treatment for agoraphobics suffering from everyday avoidance 
and situational anxiety. 
A significant advantage for all treated subjects over the 
control subiects ,_.,as found for ti;vo of the three anxiety n1easures. 
This finding indicat-2s that purely behavioral techniques are J 
appropriate for alleviating situational anxiety. ~,{ith only one l1our 
of treatment, all subjects came to experience on the average 
substantially less anxiety. This calls into question the views of 
some researcl1ers who 11ave sug3ested that behavioral treat;nents affect 
011ly behavior ( Shee11an, 1982); or who have suggested that it1hen the 
predorrrinant phobic response is anxiety, it requires an anxiety based 
treatment, for example applied relaxation (Ost, Sterner, & Lindhal, 
1984). 
The finding that a behavioral treat~ent can reduce feelings of 
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anxiety is not unique to the present study. Indeed, the vast 
1najority of studies on performance-based treatment for agoraphobia 
have measured not only behavior, but feelings of fear, depressed
 
mood, and other negative subjective states. The findings have 
consistently shown substantial and significant improvernents in 
these 
subjective states following behavioral treatment. However, in those 
studies no atteio.pt ,,,as made to distingl1ish beti~een disabled and 
avoidant phobics; consequently bel1avioral treat:nent was at least for 
some of the subjects directed toi,vards eli1ninqting their bel1avioral 
disability. The present study is uni,1ue in that it selected .qv
oidant 
subjects who wl1en ln the phobic situa.tion 1,1ere 1nostly able to perforn:1 
the phobic activity but only under high distress. The findings 
of 
this study suggest that the response mode targeted by the treatm
ent 
(e.g., behavior) need not be 1natched to the response mode of people's 
pri1nary problems (e.g., anxiety) in order to bring about tl1erapeutic 
, 
c na nge. 
Subjects in the control col1dition shov1ed no significant change 
on most measures from pre to posttreatment, but tl1ey did decrea
se 
significantly on one of the three anxiety measures, namely tl1e 
highest level of anxiety during the behavioral test tasks. Con
trol 
subjects also showed a distinct decline in their averaged anxiety 
across all tasks. This decline in anxiety was not significant 
at tl1e 
.OS level from pre to posttreatment, however, it possibly contributed 
to the comparison of the two active treatments against the con
trol 
condition not reaching significance. The control group did not
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receive either of the two active treatments, but t~ey were twice 
bel1aviorally tested, so they received some exposure to the phobic 
situation. 
Some researc\1 has shown that untreated phobic control subjects 
do sometimes slmw reduction in anxiety merely with repeated 
beliavioral testing (Ba11dur-:1 et al., 1969; t1arsl1all, 1985; Williams & 
Rappoport, 1983), while other studies have found that control 
subjects' anxiety does not improve (Kirscl1, Tennen, "l>Jickless", 
Saccone, & Cody, 1983; Gaut11ier, Laberge, Freve, in press; 1,Jilliams 
et al., 1984, 1985). Although the change in anxiety with behavioral 
testing is relatively modest co1npared to the c11ange that subjects 
experience when treated, it seems to indicate tl1a t just being in 
co1Tunerce wit11 tl1e phobic situ1.tion can be beneficial in itself., 
Given the typically chronic course of untreated phobias (Leitenberg, 
1976), the changes in anxiety among the present untreated control 
subjects aln1ost certainly were due to t11e testing. 
In light of the slight but significant therapeutic effect of 
behavioral testing, i.t may well be the case that some phobics can be 
helped to a certain degree simply by being exposed very briefly to 
the situation. It may be beneficial for future research to exclude 
those agoraphobics \vho sl10~-v a s11bstantial decrease in situational 
anxiety from being exposed to the situation for a brief period of 
time. A.11 analogue procedure ,.,as used by Wi 11 iam s et al. ( 19 84) , who 
gave all subjects a brief period of treat~ent prior to the 
pretreatment assessment in order to eliminate the most responsive 
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subjects and select only the most refractory cases. This may provide 
a :nore appropriate criterion for co1nparing treatments by removing the 
behavioral testing effect as muc11 as possible, and eliminqting cases 
that do not require the treatment techniques than are already 
available. Future research could perhaps improve upon the present 
study by first exposing all subjects to two behavioral tests, and 
then excluding those phobLcs who do improve to a considerable amount 
upon this minirnal exposure. A.lternatively, all subjects could be 
given a very brief exposure prior to pretesting and assignment to 
treat~ent conditions. 
All cognitive measures failed to differentiate guided mastery 
from the exposure treat,uent, and only anticipated anxiety 
differentiated the two ~ctive treatments from the no-treat,nent 
control condition. Additio113.l analyses co1nputed for the single-task.s 
ratings of the cognitive measures also failed to differentiate the 
two active treatrnent conditions. These results th11s lend no support 
to any of the proposed cognitive 1nediators of treat~ent effects on 
anxiety. It is an anomalous finding th~t the changes in anxiety were 
n.ot paralleled by cl1anges i1.1 self-ef ficr1.cy. A number of studies have 
sl1own that when the main dependent vari;:ible of bel1avior. and anxiety 
differentiate the trecitnents, rl. cognitive variable parallels this 
finding. Extensive research has been done on self-efficacy, and in 
all cases where phobic avoidance behavior acco;npanied by fear arousal 
differentiated the treat1nents, self-efficacy did equ..8.lly so (Ba11dur~, 
1977; Bandura et al., 1982; Biran & 1,Jilson, 1981; i~illiams & 
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Rappaport, 1983; l-lilliams et al., 1984, 1985). 
. 
However, it is Lnportant to note that in all of the preceding 
cases, behavior WA.s the main dependent variable and one that 
differentiated t11e groups. In the present study, anxiety was the 
main dependent variable, and in light of the findings it seems likely 
that the link between anxiety and self-efficacy is not as strong as 
between behavior and self~efficacy. Future research attempting to 
measure the link between self-efficacy and anxiety s11ould- .perl1aps 
apply a somewhat different k.ind of self-efficacy measure. Rat11er 
than asking subjects to rate their confidence that t1:-1ey can engage in 
certain activities, they should be asked to rate their confidence in 
how· likely they t11ink it is that they can control their a11xiety. 
This approacl1 1nigl1t shed light on tl1e rel:::itionship between 
self-efficacy and anxiety. As it stands, the results suggest some 
advantage for guided mastery witl1out supporting the proposed 
psycl1ologic.:::i l mechan.is11 of treat11er1t effects. 
It is possible to argue tl1at per11aps so,ne aspect of g·uid~d 
1nastery trea t:11en.t other than induced perforu1ance success via 
therap:ls t gu ida nee u1ay be responsible for tl1e moderate therapeutic 
advantage of guided !llastery treat:nent. For example, so1ne might argue 
that the greater level of tl1erapist activity and involve111ent in 
guided mastery treatrnent may play a determining role. There ar2 at 
least two reasons to question such an interpretation. First, in this 
as well as in other studies (\'1illiams et al., 1984, 1985), subjects 
rated the therapists' supportiveness and encouragement in guided 
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rnastery and exposure treatments as being equal. Second, studies in 
which an exposure treat~ent alone Wc1S compared with an exposure 
treatment involving the therapist also providing cognitive coping 
techniques, found that subjects in the two conditions showed 
equivalent improvement (Ladouceur 1983; Williams & Rappaport, 1983). 
Although subjects in the exposure plus cognitive therapy condition 
received additional attention and involveinent froin the ther3.pist, 
they did not improve rrrore than t11e subjects who received the exposure 
therapy only. Thus these findings do not lend support for therapist 
activity level or involver11ent being a notably t11erapeutic factor in 
. 1-f 1tse ~· 
Finally, it is perl-1aps 1,,;rort11 noting that almost every widely 
practiced psychological treat1nent embodies a considerable level and 
lengtl1y period of intense therapist interest and involvement, yet the 
vast majority of such treatments have little beneficial effect on 
phobias. In contrast, a sizable body of evidence supports the 
beneficial effects of perforrnance of phobic activities. Therefore, 
it seems most lik.ely that it was tl1e specific perfor1nance-related 
suggestions of the guided 1nastery therapist, ratl1er than the 
therapists' non-specific activity level or involvement that accounted 
for the advantage af guided mastery over exposure. Future research 
could address this issue more directly by incorporating into the 
exposure treatment components such as cognitive therapy techniques 
that embody therapist activity a11d involvement, but that appear not 
to be therapeutically effective. 
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In sum, no support was found for any of the proposed media ting 
variables, and in particular no support was obtained for the 
self-efficacy mecr1r1nism. Ho,,;ever, some support was found for the 
treat1nent procedure derived fro11.1 self-efficacy theory. Altl1ough the 
findings of this pilot study hardly resolve definitively tl1e issue 
raised, they do encourage furtl1er attempts to experimentally test a 
treatment procedure based on self-efficacy theory for treating 
situational distress. In light of tl1e present pro1ni.sing findings, 
the issue 1,;rould seem to merit additional investigation. 
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Table 1. 
Mean Scores and Standard Deviations for the Various Measures at Ea.ch 
Assessment Phase, by Condition. 
}1easure 
Assessment occasion 
Anxiety ( All tasks) 
Pretrea t;nent 
Post treatment 
Anxiety ( Subset) 
Pretreat:nent 
Post treatment 
Anxiety (Highest) 
Pretreat:nent 
Post t re;i tn1ent 
Anticipated anxiety 
Pret rea t::ient 
Post t rea tn1ent 
Self-efficacy 
Pretreatment 
Past treatment 
Anticipated panic 
Pretreat:nent 
Posttreat1nent 
11as tery 
't-1ean 
s.o 
1.7 
5.2 
7.3 
2.s 
4.5 
2.0 
70 
93 
37 
14 
SD 
1.6 
1.6 
2.3 
l.5 
2. 0 
2. 0 
2.3 
1.4 
23 
5 
24 
12 
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Exposure 
Mean 
4.5 
2.7 
4.3 
1.s 
I+. 5 
4.6 
2.s 
71 
90 
33 
12 
SD 
1.s 
3.0 
0.7 
1.4 
1.6 
3.3 
1.8 
1.9 
25 
13 
25 
10 
Control 
Mean 
5.7 
!+. 4 
5.7 
s.o 
8.4 
7.3 
s.o 
4.9 
66 
70 
40 
35 
SD 
1.9 
1.0 
2.s 
3.0 
1.3 
1.7 
2.s 
1.8 
34 
24 
21 
21 
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Table 1 continued. 
Measure 
Assessment occasion 
Perceived danger 
Pre t rea t:nen t 
Post t rea t,nent 
Approach behavior 
Pre trea t:nent 
Posttreatment 
( 
Mastery 
Mean 
33 
9 
85 
99 
SD 
27 
12 
16 
3 
50 
A 
Exposure 
Mean 
29 
13 
85 
100 
SD 
30 
19 
16 
0 
Control 
Mean 
35 
34 
90 
91 
SD 
22 
20 
13 
15 
(Jl 
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Table 2 
Differences Between Treatment Conditions and Changes Within Treatment Conditions on 
the Various Measures. 
Comparison 
Intergroup differences 
Group X Phase 
A Priori Comparisons 
Mastery, Exposure vs. 
Control 
Mastery vs.Exposure 
Within groups change 
Mastery 
Exposure 
Control 
Stat is tic 
F(2,29) 
F(l,29) 
!_(l,29) 
t(l4) 
t( 10) 
t (5) 
All Tasks 
3.28* 
2.39 
3.83 
7 .OS*** 
2.86* 
2.30 
Anxiety 
Subset 
7.88** 
11. 58** 
2.99 
6.67*** 
7.32*** 
2.34 
* p < .os ** p < .01 *** ~ ( .001 
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Anticipated 
Highest Anxiety 
5.63** 3.71* 
5 .. 25** 6. 77 ** 
4.80* (1 
9.07*** 4.52*** 
2.53** 4. 14 ** 
3.31* .12 
0 
Self-
Efficacy 
1 .. 50 
2.72 
<l 
-4 .12*** 
-3.41** 
- .36 
Anticipated 
Panic 
1.98 
3 .72 
<l 
4.09*** 
3. 21 ** 
1.30 
Perceived 
Danger 
2.13 
3~13 
<l 
3.34** 
2.71* 
1.01 
Approach 
Be ha vLor 
2.14 
4.28* 
<l 
~3.58**· 
-3.13** 
~.56 
:• 
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Table 3. 
Number and Percent of Subjects Displaying Marked, Moderate, or Slight 
Iaprovement in Anxiety Within Each Treatment Condition. 
Degree of Improvement 
11a rked Moderate Slight 
( ) 4 po int s ) ,'3. a ( 2 -4 po int s) a (<2 points) 
Anxiety Index 
Condition 
Anxiety All Tasks 
Guided lvfastery 
Exposure 
Cor1trol 
Anxiety Subset 
Guided i1aster-y 
Exposure 
Control 
Anxiety 1-Iighest 
N. 
15 
11 
6 
15 
11 
Guided t1astery ;f 15 
Exposure 11 
Control 6 
N 
5 
1 
0 
6 
1 
0 
9 
3 
0 
% 
(33) 
( 9) 
( 0) 
(40) 
( 9) 
( 0) 
(60) 
( 27) 
( O) 
N 
6 
5 
1 
4 
5 
0 
3 
1 
% 
{40) 
( 45) 
(17) 
(27) 
(45) 
( 0) 
(40) 
( 27) 
(17) 
aNun1ber of points i1nprovement in ;:i.nxiety (scale - 0-10) from 
pretreatment to posttreatment. 
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N 
4 
5 
5 
5 
5 
% 
(27) 
( 45) 
(~3) 
(33) 
( 45) 
6 ( 100) 
0 
5 
5 
( O) 
( 46) 
(83) 
• 
' 
Table 4. 
Correlations between Person Variables and Anxiety Change Scores, by 
Condition. 
Guided Mastery Treatment 
Anxiety-all tasks 
Anxiety-subset 
Anxiety-highest 
Exposure Treatment 
Anxiety-all tasks 
Anxiety-subset 
Anxiety-highest 
df 
13 
13 
13 
9 
9 
9 
Years 
phobic 
a 
.54* 
.37 
.42 
.15 
.33 
Age 
.01 
.45 
.20 
.29 
.49 
-.15 
Agora 
phobia 
Depression score 
.03 .25 
-.15 .37 
-.14 • 23 
-.58 .14 
-.1)5 .06 
-.39 .68* 
a These correlations reached significance only due to an outlying value. 
When recalculated with the Olttlying value removed, the correl3tions 
' 
were low and non-signific~nt (ps > .10; see text). 
* p < • 05 
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APPENDIX A 
Fear Questionnaire 
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1 2 3 4 
FEAR QUESTIONNAIRE Name Age Sex Date 
------------'----.----- ---'-~ --- ---------
Choose a number from the scale below to show how much you would avoid each of the situations 
listed below because of fear or other unpleasant feelings. Then write the number you chose 
in the box opposite each situation. 
0 1 2 3 4 5 6 7 
Would not Slightly Definitely Markedly 
avoid it avoid it avoid it avoid it 
1. Main phobia you want treated (describe in your own words) rating 
2. 
.................................................................... ·D· 
Injections or minor surgery, ........ , .......... . 
3 . 
4. 
5 • 
6. 
7 . 
8. 
9. 
10. 
11. 
12. 
13. 
14. 
15. 
16. 
. • • 
Eating or drinking with other people .•• ~ ....... . • • • . • . I 
Hospitals ..... .................................. . • . . 
Travelling alone by bus or coach ............... . 
Walking alone in busy streets .................. . 
· Being watched or stared at ......... ,,, .. , ... ,.,,·,,·· ·D 
Going into crowded shops .......... ,, .... ,,,,,,· ·D 
Talking to people in authority .................... -~·. 
Sight of blood .................................... . 
B . . . . d e ~ n g c r i tic 1 s e ............... _ ......... ~ . . . . . . . . . . . . . . . . 
Going alone far from home ... , .................. . 
Thought of injury or illness .................... L--.-.-;.-....., 
Speaking or acting to an audience ............... , .... . 
Large open spaces ......•.....•.. , ............... ~~~ 
Going to the dentist ...... ,· .................... ..... -=--:--.LJ 
leave blank~-->.__[ ____.__-'---I _j____,_· ___,/. 
Ag+BI+Soc=Tot 
8 
Always 
avoid it 
Now choose a number from the scale below to show how much you are troubled by eac-h 
problem listed, and write the number in the box opposite. 
0 
Hardly 
at all 
1 2 
Slightly 
troublesome 
3 4 
Definitely 
troublesome 
5 
18. Feeling miserable or depressed ............•..... 
19. Feeling irritable or angry ............ ~ ....... _,___, 
20. Feeling tense or panicky ..............•........ 
21, Upsetting thoughts coming into your mind ....... ~-; 
22. Feeling you or your surroundings are 
strange or unreal .......... ·c:=J 
leave blank~--1" D 
6 
Markedly 
troublesome 
7 8 
Very severely 
troublesome 
How would you rate the pre~ent state of your phobic symptoms on the scale below? 
0 1 2 3 4 5 6 7 8 
No phobias Slightly Definitely Markedly Very severely 
present disturbing/ disturbing/ disturbing/ disturbing) 
not really disabling disabling disabling 
disabling 
Please circle one number between 0 and 8 
6,5 
,. 
/' 
APPENDIX B 
Agoraphobia Anticipated Anxiety 
Questionnaire 
... ,, 
I 
C 
6,6 
\ 
INSTRUCTIONS FOR COMPLETING THE FOLLOWING ANXIETY QUESTIONNAIRE 
' 
The following is a questionnaire to help us learn about how anxious you think you 
would become while doing a variety of tasks. Please read each task and indicate how 
anxious you think you would become if you were to do that task right now. Rate your 
anxiety by entering a number from the scale below in the space next to each task. 
Anticipated Anxiety Scale 
0 1 2 3 4 5 6 7 8 9 10 
Not 
afraid, 
tense, or 
anxious 
Afraid, Very afraid';' Extremely 
somewhat t.ense; tense, and 
and anxious 
~. Riding an elevator alone. How anxious do you think you 
, would become if you were to; 
walk alone into an elevator with the door 
open and then walk right out. 
walk alone into an elevator, close the door 
part way, then open it and walk out. 
ride an elevator alone up one floor in a 
ten story apartment building, and return 
on it. 
r:!tde an elevator alone up two floors in a 
ten story apartment building, and return 
on it. 
ride an elevator alone up three floors in a 
twelve story apartment building, and return 
on it. 
ride an elevator alone up five floors in a 
twelve story apartment building, and return 
on it. 
ride an elevator alone up seven floors in a 
twelve story apartment building, and return 
on it. 
ride an elevator alone up to the top of a 
ten story apartment building, and return 
on it. 
6} 
anxious 
ANXIETY 
(0-10) 
afraid, 
tense and 
anxious 
.,... ···-
/· 
2. Being alone in a large coffee shop (like Denny's). How anxious do you think you would become if you were to 
step inside the door of the coffee shop, wait 10 seconds, then leave. 
walk to the cashier's counter, purchase 
a piece of candy, then leave, 
have a cup of coffee alone while sitting 
near the exit, 
have a cup of coffee alone while sitting far from the exit. 
eat an entire meal while sitting alone 
near the exit. 
eat an entire meal alone far from the exit. 
3. Heights. Imagine a tall residential building that has balconies on every floor with waist-high guard railings. How anxious do you think you would become if you were to 
walk up to the second floor and look over the 
railing at the ground for 15 seconds. 
walk up to the third floor and look over the 
railing at the ground for 15 seconds. 
walk up to the fourth floor and look over the 
railing at the ground for 15 seconds. 
walk up to the fifth floor and look over the 
railing at the ground for 15 seconds. 
walk up to the sixtl1 floor and look over the 
railing at the ground for 15 seconds. 
walk up to the severith floor and look over the 
railing at the ground for 15 seconds. 
walk up to the eighth floor and look over the 
railing at the ground for 15 seconds~ 
walk up to the ninth floor and look over the 
railing at the ground for 15 seconds. 
walk up to the tentl1 floor and look over the 
railing at the ground for 15 seconds. 
'I ,. 
ANXIETY 
. .. 
•• 
/ 
{,' 
./ 
., 
4. Tolerating closed-in places. How anxious do you think you 
would feel if you were to go into a small office ( 8' X 8 I ) 
without lights or windows and ANXIETY 
close the door and then immediately open it 
and leave. 
close the door and sit for 15 seconds. 
close the door and sit for 30 seconds. 
close the door and sit for 1 minute. 
close the door and sit for 2 minutes. 
close the door and sit for 3 minutes .. 
close the door and stt for 5 minutes. 
close the door and sit for 10 minutes. 
close the door and sit for 20 minutes 
close the door and sit for 39 minutes 
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5. Walking across a pedestrian bridge. The drawing below shows a typical pedestrian bridge over a freeway. 
I 
~EG-IN 
HER:: 
The 
How 
I 
l 
\ 
numbers show various 
anxious do you think 
Walk ten steps up to 
\ 
I \ \ 
\ 
I 
\ 
I 
I I 
\ I 
\ \ 
\ \ 
\ 
\ 
\ 
\ 
\ 
\ \ 
\ 
\ 
points along 
·' 
' . \ 
. \ 
\ ' 
. \ 
\ 
I 
\ 
\ 
\ \ 
\ 
the 
' ' 
\ 
I 
\ \ \ 
\ ?. \ I \ y. 
\ 
I 
\ 
\ 
bridge. 
you would become if you 
the bridge ( to point 
number 1 in the picture above). 
Walk to point number 2 in the picture above. 
Walk to point number 3 in the picture Elbove. 
Walk to point number 4 in the picture above. 
Walk to point number 5 in the picture above. 
Walk to point number 6 in the picture above. 
Walk to point number 7 in the picture above. 
Walk to point number 8 in the picture above. 
Walk to point number 9 in the picture above. 
Walk to point number 10 in the picture above. 
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6. Shoppine at the grocery story. How anxious do you 
think you would become if you were to 
walk inside the front door and then im~ediately 
leave. 
walk to the back of tl1e store and then immediately 
leave. 
walk to the back of the store, select one item, 
and then purchase it without having to wait in line, 
select five items, and purchase them by waiting in 
line behind one person who is also buying five items. 
'}:.-.· 
select ten items, and purchase them by waiting in 
line behind two people who are each buying ten items. 
select fifteen items, and purchase them by waiting in 
line behind three people who are each buying fifteen 
items. 
I 
ANXIETY 
•• 7. Walking alone along a busy downtown street. How anxious do you 
think you would feel if you were to 
walk 10 steps along the street. 
walk 1/4 block along tl1e street. 
wal.k 1 block along the street. 
walk 2 blocks along the street, 
walk 3 bloi::ks al oner (J the street. 
walk 5 blocks along tlie street. 
walk 10 blocks along the street. 
\ 
• 
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8. Driving an automobile alone. How anxious do you think you 
would become if you were to 
sit in a parked car for two minutes. 
drive in a quiet, residential area 
one block. 
drive in a quiet, residential area 
ten blocks making turns. 
drive a minor thoroughfare 5 blocks 
with traffic signs and turns. 
drive a minor thorougl1fare 10 blocks 1~ 
(1 mile) with traffic signals and turns. 
drive a major thoroughfare 5 blocks with 
traffic signals and turns. 
drive a major thoroughfare 10 blocks 
(1 mile) with traffic signals and turns. 
drive a freeway (such as Route 22) one 
exit in the right hand lane. 
drive a freeway (such as Route 22) two 
exits, changing lanes. 
drive a freeway (such as Route 22) five 
exits, changing lanes. 
72 
/ 
ANXIETY 
• 
;4ii . 
. -~ 
·, 
.... 
• 
. .. 
9. Walking alone through a l;1rge shopping mall. The drawing below is a floor ?" , plan for a large indoor shopping mall. 
Department 
store 
j 
0 I 
START 
HERE 
The numbers show 
shops 
' /f I----< shops 
various points along the 
,___.~ 
shops 
mall. If there were someone 
waiting for you at the start (point 0) ' how anxious do you think you would 
become if you were. ANXIETY 
Walk alone to point number 1 in the picture above 
Walk alone to point number 2 in the picture above 
Walk alone to point number 3 in the picture above 
Walk alone to point number 4 in the picture above 
Walk alone to point number 5 in the picture above 
Walk alone to point number 6 in the picture above 
Walk alone to point number 7 in the picture above 
Walk alone to point number 8 in the picture above 
Walk alone to point number 9 in the picture above 
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BRIDGES TEST MANUAL 
'!<·-
** ASSESSOR NOTE** 
If this is the first behavioral test of the second assessment 
phase (immediately ifter·treatment phase one), before y6u do anything 
else, give the subject the Therapist nating form on a clipboard and 
read the following instructions: 
Please rate your therapist on this form. 
\ 
__ ) 
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l_ 
PEDESTRIAN BRIDGE ASSESSMENT MANUAL -- First Assessment 
'i 
Equipment: Bridge assessment packet, 2 clipboards and 2 pencils, red tape. 
Location: New Street Bridge, South side, foot of stairway by pedestrian 
tunnel. 
FIRST CONFIDENCE RATING: 
Place the confidence form on the clipboard. Note the subject's name, the date, 
and circle 1a. Be sure the subject is following your explanation as you read 
the following: 
First, I would like to find out what things you think you could do now 
and how confident you are that you could do them. (Give clipboard to 
subject, but hold onto the pencil). This form describes various tasks 
related to walking across bridges (point). 
-------~--
Practice confidence ra.t-ing: If this is the first assessment for any phobia, 
read the following: 
But before you complete the confidence form for walking across bridges, 
, .. 
I would like you to complete a practice form to familiarize you with 
the confidence scale. (Clip practice rating form to the confidence 
scale the subject is holding). the practice form has i terns related to 
your ability to lift boxes of various weighis (point to items). 
Under the ''Can Do" column (point) check the tasks you think you 
could do if you were to try to do them now. For each task you check, 
• 
write in the "Confidence" column (point) how confident you are that you 
could do it. Rate your confidence from 10 to 100 using the scale given 
here (point to scale). 10 means quite uncertain (point) and 100 means 
certain (point) and the numbers in between represent gradual degrees of 
certainty ( give pencil). 
If subject takes a long time to complete the practice form, mention that 
"Because the form is only for practice it is not critic.al to be perfectly 
accurate"). After the form is completed, look it over to make sure that it 
makes sen$e, i.e,, that confidence is only rated for items checked under "Can 
Do", .and that. confidence decreases monotonically. 
Now that you are familiar with the confidence scale, you can complete 
the confidence form for walking across bridges, (Let subject hold the 
clipboard with the confidence form on it, but hold onto the pencil). 
·----·-----~---
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Let me explain exactly what the items re
fer to. (Place drawing of 
bridge on another clipboard and let subject hold it}.
 This is a 
drawing of the bridge. We're here at the
 start of the bridge (point). 
Notice that in the drawing there are num
bers at various points along 
the bridge. Each of these numbers corres
pond~ to an item of the 
·confidence form. So, for example, item 
3 of the confidence form 
(point) refers to point 3 on the bridge draw~ng (p
oint). Each of the 
points on the bridge is about ninety fee
t ~m the next one. 
(Point to bridge stairs across second street as yo
u explain 
following:) Do you see those stairs over there? 
Those stairs are 
shown on the bridge drawing here (point). As you 
can see from the 
drawing, the stairs are just a little way past point
 number 1. This 
should give you a clear idea about how fa
r apart the points are. 
·Check the tasks you think ybu could dci if 
you were to try them 
now, and rate how confident you are that 
you could do eac·h item that 
you check.. Be sure to give your frank e
stimate of your ability to do 
these things if you were to try them rig
ht now. ( Give subject pencil, 
and display diagram where subject can see it). 
Do not watch the subject fill out the form. After th
e subject completes it 
return it to the envelope. 
FIRST ANTICIPATED ANXIETY RATING: 
Place the anticipated anxiety form on th
e clipboard. Note the subject's name, 
the date and circle 1 a. Hand subject form and read t
he following: 
Now I would like you to indicate how anx
ious you think you would become 
if you were to do each of these tasks rig
ht now. To rate your anxiety, 
you will use this anxiety scale. Zero 
(point) means "unafraid, not 
tense or anxious," and 10 (point) means extremely 
afraid, very tense 
and anxious," and the numbers in between
 repres·ent gradual degrees of 
anxiety. 
·,. 
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FIRST ANTICIPATED PANIC RATING: 
Place the anticipated panic form on the clipboa
rd. Note the subject's name, the 
date and circle 1a. Give subject clipboard (without pencil) 
and explain the 
following: 
Now I would like you to indiciate how likely yo
u think it is that you 
would have a panic attack if you were to do eac
h of these tasks right 
now. To rate the likelihood of panic, you will
 use this likelihood. 
scale. Zero (point) means "not possible" and 100 (point) 
means 
"certain" and the numbers in between represent 
gradual degrees of 
possibility. (Give pencil). 
FIRST ·PERCEIVED DANGER RATitlG: 
Place perceived danger form on clipboard. Note
 the subject's name, the date, 
and circle 1a. Show subject the form while explaining the fo
llowing: 
T.his form also describes the same tasks. This 
time we are -interested 
in knowing your thoughts about what kind of dan
ger this situation may 
present for you. Is there any kind of harmful 
consequence that you 
believe might happen to you if you were to do t
hese activities? 
If subject says there is not a particular feared consequence,
 then write 
"nothing" in the blank space on the . .form and go
 on to the anticipated anxiety 
form below. 
If subject names a specific feared consequence, enter it in t
he space provided 
on the form. Note that the feared consequence 
must be PHYSICALLY, 
PSYCHOLOGICALLY, OR SOCIALLY HARMFUL in a last
ing way, not just aversive. or 
unpleasant. The unp.leasant seflsa tions of anxi
ety are NOT acceptable. Use the 
following table as a rough guide. 
Acceptable: 
Death 
Loss of control, collapse 
Insanity, nervous breakdown 
Heart attack 
Do something embarassing 
Injure oneself or others 
Make a fool of oneself 
Cause a scene 
Become helpless 
Faint (not just feel faint; 
but actually faint) 
Lose bowel or b ladder control 
Not acceptable: 
-Get anxious 
Feel dizz,y 
Feel disoriented 
Have a panic attack 
Strange feelings or sensations 
Rubber legs (or~ other 
physical sensation of 
anxiety, such as: 
nausea, sweating,trembling, 
hot flashes, "butterflies") 
Scared, tense, panicky, etc. 
If the subject asks questions such as, "Do you mean what I th
ink may happen or 
what I feel will happen when I •m doing these th
ings?" answer by saying, "The 
question is whether you believe that a physica
lly or psychologically harmful 
consequence might happen to you if you were to
 do these things, and if so, what 
78 
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that consequence might be. Your answer is a matter of your own judgment." 
Limit the subject to 2 feared consequences (enter in the space provided on the 
form), and if he/she names more than that, a 9k ,hit!j/h~p to name the two most 
important and enter them in the blank space. Then'··g{ve the form back to the 
subject (withoµt pencil) and explain how to complete it: 
I have entered your feared consequence(s) in the space provided here on 
the preceived danger form (paint). This form requres you to rate what 
you believe is the likelihood that this (these) consequence(s) (point) 
would happen if you were to do each of the tasks right now. Next to 
each task (point), rate your belief in the likelihood of this 
consequence occurring by choosing a number from the likelihocxl. scale 
-, ).. 
here (point). Zero <percent (point) means you believe that this 
consequence is not at all possible, 100 petcerit {point) means that you 
believe that this consequence is certain, and the numbers in between 
(point) represent gradual degrees of po.,~ibi\ty (give pencil to 
subject). 
BEHAVIORAL TEST: 
Put the anxiety rating form on a clipboard, write subject's name, the date, and 
circle 1. Read as follows: 
Now I would like to see ho~ far along the bridge you can walk by 
yourself. The procedure is simple~ Just walk along the bridge as far 
as you can, and when you can go no farther, or if you reach the 
staircase leading down to the ground on the opposide side of the river 
_(point to far staircase on bridg.e drawing), just turn around and come 
back. That staircase marks the end of the bridge for our purposes. 
(Locate post at top of stairs that has a black band around its 
top. BE SURE that suject sees it as you explain the following:) Can 
you see that post with the black top there on the bridge (point)? 
Every 12th post along the bridge is bla.ck at the top just like that. 
As you go across the bridge, i would like you to briefly pause to rate 
yOur anxiety as you reach each post with the black top. To make your 
anxiety ratings you will use this form (give subject the clipboard with 
79 
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the anxiety form) , On the top of the form is the anxiety scale you 
used be fore (point), In the middle of the form are the places where , 
you should make your anxiety ratings (point). Make your ratings in 
order from top to bottom (point). 
One~last thing is very important. You will be taking this piece of 
red tape (point) with you, and when you're ready to come back, attach 
thi~ piece of tape to the railing of the bridge to mark the spot where 
you turned back. If you go all of the way across the bridge, just 
leave the tape at the staircase on the other side. Is this clear? One 
last thing before you begin. It is important that you walk 
continuously along the bridge except when you pause to r~te your 
anxiety. If you stop, unless it is to rate your anxiety, just leave 
the red tape and return. Is this clear? 
Likely questions such as, "How anxious should I get before I stop?", or, "How 
hard do you want me to push myself?", should all be answered with the follow.ing 
comment: "It's up to you to decide if and when you will stop" (and if 
necessary: ) "The only one who knows how much you can do is yourself. When you 
will stop is left completely to your own judgment." 
Okay, you can begin now. 
Wheri subject returns, take clipboard from him/her and proceed as follows: 
SECOND CONFIDENCE RATING: 
Put the confidence form on the clipboard, note subject•s name, the date, circle 
1 b, and hand it to the subject (without pencil). Display the drawing of the 
bridge where subject can refer to it. Read the following: 
Now I would like you to fill out a confidence form to indicate what you 
think you could do if you were tiy these tasks right now, and how 
confident you are that you could do the items that you check. 
pe.nc il). 
Do not watch the subject complete the form. 
8D 
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SECOND ANTICIPATED ANXIETY RATING; 
Put the anticipated anxiety form on the clipboard and put subject I s name, the 
date, circle 1b, and hand it to the subject (without pencil). Read the 
following: 
I would like you to fill out a form to indicate how anxious you think 
you would become if you were to do these tasks right now. (Give 
pencil). 
SECOND ANTICIPATED PANIC RATING: 
Put the anticipated panic form on clipboard, put name, data, circle lb. Hand it 
to the subject without pencil. 
I would like you to fill out a fonn to indicate how likely you think it 
is that you would have a panic attack if you we~e to do thess tasks 
right now. 
SECOND PERCEIVED DANGER RATING: 
Place perceived danger £orm on clipboard. 
and circle 1 b. 
Note the subject's name, the date, 
<IF SUBJECT NAMED A CONSEQUENCE ON THE FIRST PERCEIVED DANGER FO.RM: > 
Enter the specific danger on the space provided on the foim using ex~ctly same 
wording as before. 
I would like you to fill out a perceived danger form to indicate what 
you believe is the likelihood that this consequence (point) wouid 
happen if you were to do these activities now. (Give form to subject.) 
---·-·--·-·-.-··--- . -· --·------· 
<IF SUBJECT SAID "NOTHING" FOR THE FIRST PERCEIVED DAN~ER FORM:> 
This form also describes the same he.ight tasks (point). This time w.e 
are interested in knowing your though ts about what kind of danger this 
situation may present for you. Is there any kind of harmful 
consequence that you believe might happen to you if you were to do 
these activities? 
If subject says that there is not a particular feared conseque.nce, then write 
"nothing" in the blank space. 
If subject names a speci fie feared consequence, enter it in the space provided 
on the ;form. Note that the feared consequence must be PHYSICALLY, 
PSYCHOLOGICALLY, OR SOCIALLY HARMFUL in a lasting way, not just aversive or 
unpleasant. The unpleasant sensations of anxiety are NOT acceptable. Use the 
following table as a rough guide: 
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Death 
Loss of control, collapse 
Insanity, nervous breakdown 
Heart attack 
Do something embarassing 
Injure oneself or others 
Make a fool of oneself 
Cause a scene 
Become helpless 
Faint (not just feel faint, 
but actually faint) 
Lose bowel or bladder control 
"' Not acceptable: 
Get anxious 
Feel dizzy 
Feel disoriented 
Have a panic attack 
Strange feelings or sensations 
Rubber legs (or~ qther 
physical sensa tiorJ\ of 
anxiety, such as: 
nausea, sweating, trembling, 
hot flashes, "butterflies") 
Scared, tense, panicky, etc. 
If the subject asks questions such as, "Do you mean what I think may happen or 
what I f_eel will happen when I 1 m doing these things?" answer by saying, "The 
question is whether you believe that a phys.ically or psychologically harmful 
consequence might happen to you if you were to do these things, and if so, what 
that consequence might be. Your answer is a matter of your own judgment." 
Limit the subject to 2 feared consequences (enter in the space provided on the 
form), and if he/she names more than that, ask him/her to name the two most 
important and enter them in the blank space. Then give the form back to the 
subject (without pencil) and explain how to complete it: 
I have entered your feared consequence(s) in the space provided here on 
the perceived danger form (point). This forQ requires you to rate what 
you believe is the likelihood that this (these) consequence(s) (point) 
would happen if you were to do each of the height tasks right now. 
Next to each task (point), rate yo~r belief in the likelihood of this 
' ·, 
Cthese) consequence ( s) (point) occurring by choosing a number from the 
"- -
likelihooli ~cale here (point). Zero percent (point) means you believe 
\ 
that this consequence is not at all possible, 100 percent (point) means 
that you believe that this consequence is certain, and the numbers in 
between (point) represent gradual degrees of possibility (Give pencil 
to subject). 
RETRIEVING THE TAPE 
~ote from the anxiety rating form how far the subject went across the bridge. 
Then say to the subject: 
Please wait here at the ~tart while I go retrieve the tape. 
When you find the tape, record on the behavioral assessment form the number of the 
post nearest to the tape. If it ls exactly in between two posts, note the number 
of the post closer to ihe start of the bridge. (The numbers are marked on the top 
of the posts). 
rev 7/19/85/ 
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APPENDIX D '\ 
\ Sample Self-efficacy 
Ra ting Form 
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CONFIDENCE, BRIDGES 
This form describes various Rctlvlties related to bridges. Under the column ·~can 
do," check the tasks you think you could do if you were to attempt them right now. For 
the tasks you check under "can do," write in the "confidence" column how confident you 
are that you could do them. Rate your degree of confidence by entering a bumber from 10 
to 100 usiog the scale below. 
Confidence scale 
10 20 30 40 so 60 70 30 90 100 
quite moderately certain 
uncertain 
/' 
certain 
,-
I 
I 
' 
~-"----
can do confidence 
1 . Walk to point number l on the brid,ge 
2. Walk to ' point number 2 the bridge on 
3. Wa,J.k to point nu,nber 3 on the bridge 
' 
"' 
4. Walk to point number 4 on the bridge 
s. Walk to point number 5 00 the bridge 
6. Wa 1 k to point number 6 on the brid,ge 
7. Walk to point nurnhe r 7 on the bridge 
8. Walk to point number 8 on the bridge 
t>l:: Walk point number to 9 on the bridge Walk to point number 10 on the bridge 
11. \.la 1 k to point 
' 
number 11 on the bridge 
12. Walk to point number 12 on the bridge 
Name Date Assessor 
. la lb 2a 2b 3a 3b 4a 4b Sa Sb rev 4/11/85 
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Sample Anticipated Anxiety 
Rating Form 
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ANTICIPATED ANXIETY, BRIDGE 
This form describes various activities related to bridges. To the right of each 
item, rate how much anxi~•Y you think you would experience if you were to actually do 
that activity right now. Rat~ your anticipated anxiety by choosing a number from the 
scale below . 
0 
unafraid, 
not tense 
or anxious 
Name 
la lb 
. ·J 
1 
1 . 
2. 
3. 
4. 
c; 
., . 
6. 
7. 
8. 
9. 
10. 
l 1 . 
12. 
2a 2b 
Anxiety Scale 
2 3 4 5 6 7 8 9 10 
;ifraid, very extremely 
somewhat afraid, afraid, 
tense and tense and very tense 
anxious anxJous and anxious 
' 
Walk to point number 1 on the brid.ge 
Walk to po lnt number 2 on the bridge 
Walk to po int number 3 on the bridge 
Walk to point number 4 on the bridee 
Walk to po int number 5 on the bridge 
Walk to point number 6 on the' bridee 
Walk to point number 7 on the bridge 
Walk to point number 8 on the bridge 
Walk to point number 9 on the bridge 
Walk to point number 10 on the bridge 
Walk to point n1.1mber 11 on the bridge 
Walk to point number 12 on. the bridge 
Date Assessor 
3a 3b 4a 4b Sa Sb rev 4/11/85 
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APPENDIX F 
Sample Anticipated Panic 
Rating Form 
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ANTICIPATED PANIC, BRIDGE 
This form describes various activities r
elated to bridges. To the right of each 
item, rate how likely it is that you wo
uld haye(A panic attack if you were to do that 
,, ) 
activity right now. Rate the likelihood
 of panic by choosing a number from the 
scale 
below. 11 0% 11 means you be.lieve it is not
 at all possible that this would happen, 
"100%" 
means that you believe it is certain tha
t this would happen, and the numbers in b
etween 
represent gradual degrees of possibility
. 
Name 
0% 
not 
possible 
10% 
1 • 
2 .• 
3. 
4. 
5. 
6. 
7. 
8. 
9. 
1 0 • 
l 1 • 
1 2. 
20% 
Walk 
Walk 
Walk 
Walk 
Walk 
,,.-Wa-lk 
Walk 
Walk 
Walk 
Walk 
Walk 
Walk 
30% 
to point 
to point 
to point 
to point 
to point 
to point 
to point 
to point 
to point 
to point 
to point 
to point 
Likelihood Scale 
4 0% 
number 
number 
number 
number 
number 
number 
number 
number 
number 
number 
number 
number 
5 0% 60% 
moderately 
possible 
1 on the bridge 
2 on the bridge 
3 on the bridge 
4 on the bridge 
5 on the bridge 
6 on the bridge 
7 on the bridge 
8 on the bridge 
9 on the bridge 
10 on the bridge 
11 on the bridge 
12 on the bridge 
70% 80% 
% 
.,· 
Date Assessor 
90% 100% 
certain 
----
---~----
--------
- ---
---
--
----
----
--
la lb 2a 2b 3a 3b 4a 4b 
5a 5b rev 4/11/85 
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APPENDIX G 
Sample Perceived Danger 
Rating Form 
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PERCEIVED DANGER, BRIDG~ 
··, Tu~ form describes various activities related to bridges. To the right of each 
\ __ 
item, rate how likely it is that would 
happen if you were to do that actlvity right now. Rate the likelihood of this 
consequence. occurring by choosinr, a number frorn the scale below. "0%" means you believe 
it is not at all possible that this would happen, "100%" means that you believe it is 
certain that this would h~ppen, and tl1e numbers in between represent gradual degrees of 
possibility. 
Name 
0% 
not 
possible 
la lb 
10% 
1 . 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 
10. 
11. 
12. 
2a 2b 
20% 30% 
Walk to point 
Walk to point 
Walk to po Ln t 
Walk to .po.int 
Walk to point 
Walk to point 
Walk to point 
Wal.k to point 
Walk to point 
Walk to point 
Walk to point 
Walk to point 
Ja 3b 
Likelihood Scale 
40% 
number 
nu,n b:e r 
number 
number 
number 
number 
number 
number 
number 
number 
number 
number 
moderately 
possible 
1 on the 
2 on the 
3 on the 
4 on the 
5 on the 
6 on the 
7 on the 
8 on the 
9 on the 
10 on the 
11 on the 
12 on the 
Date 
60% 
bridr;e 
bridge 
bridge 
bridge 
bridge 
bridge 
bridge 
bridge 
bridge 
bridge 
bridge 
bridge 
4a 4b Sa Sb 
91 
70% 80% 
% 
% 
% 
.% 
% 
% 
% 
% 
% 
% 
% 
% 
·Assessor 
90% 100% 
certain 
rev 4/ 11/85 
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BRIDGE BEHAVIORAL T.EST AND ANXIETY RATINGS 
• 
DID IT ANXIETY 1 
j 
/ 
Walk to point number 1 on the br~ (post 1 1 .) 
Walk to point number 2 on the bridge (post 2 3) 
.. ~ 
Walk to point number 3 on the bridge ( post 3 5) 
Walk to point number 4 on the bridge (post 47) 
Walk to point number 5 on the bridge {post 59) 
Walk to point number 6 on the bridge ( post 71 ) 
,if 
_.c---
Walk to point number 7 on the bridge (post 83) 
Walk to point number 8 on the bridge (post 95) 
Walk to point number 9 on the bridge ( post 107) 
Walk to polin t number 10 on the br~dge (post 1 19 ) 
Walk to point number 11 on the bridge {post 1 3 1 ) 
Walk to point number 1 ;; on the bridge (post 1 4 1 ) 
.. 
MAR.1<:ER LOCATION, POST NUMBER: 
--------
,, 
Name Date Assessor 
'---------
1 2 3 4 5 rev 7/19/85 
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APPENDIX I 
Sample Anxiety Rating Form 
c-
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0 
una fr a .i,d, 
not tense 
or anxious 
Name 
1 2 
!\ 
1 2 3 
3 4 
r 
ANXIETY RATING FORH 1 BRIDGE 
Anxiety Scale 
4 5 6 7 8 9 10 
afraid, very extremely 
somewhat afraid, afraid, 
tense and tense and very tense 
anxious anxious and anxious 
Anxiety Rating 
I 
a. 
--------( 
b. 
c. 
d. 
e. 
f. 
g. 
h. 
i. 
j. 
k. 
1. 
Date Assessor 
---,------
5 rev 4/11 /85 
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\ Therapist: Rating Form 
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Therapist Rating 
Ple~se circle one of the numbers below to indicate how supportive your 
therapist was durine the treatment sessions 
0 
not 
supportive 
1 2 3 
moderately 
supportive 
4 5 6 
very 
supportive 
Please circle a number below to indicate how much the therapist urged you 
to confront feared situations during treatment: 
0 
did not 
urge 
L 
, 
1 2 3 
moderately 
urged 
97 
4 5 6 
strongly 
urged 
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APPENDIX K 
Beck Depression Inventory 
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BECK INVENTORY 
Name ·----------------------------- Date ______________ _ 
On this questionnaire are groups of statements. Please read each group of statements carefully. Then pick 
out the one statement in each group which best describes the way you have been feeling the PAST WEEK. 
INCLUDING TODAY! Circle the number beside the statement you picked. If several staten1ents in the group 
seem to apply equally well, circle each one. Be sure lo read all the statements in each group before 
n1aking your choice. 
I O l do not feel sad. 
1 l feel sad. 
2 lam sad all the time and I can't snap out of it.. 
3 I am so sad or unhappy that I can't stand it. 
2 0 I am not particularly discouraged about the future. 
I l feel discouraged about the future. 
2 I feel I have nothing to look forward to. 
3 l feel that the future is hopekss and that things cannot 
improve. 
3 0 l do not feel like a failure. 
I I feel I have failed more than the average person. 
2 As l l<J0k back on mv life. all I can see is a lot of failures. 
3 l kel I am a complete failure as a person. 
4 0 I get J.5 much satisfaction out of things as l used to. 
I l don't enjov things the way I used to. 
2 l don·t get real satisfaction out of anything anymore. 
3 I am d1ssat1sfied or bored with everything. 
5 0 l don't feel particularly guilty. 
I l ft:el guiltv a good part of the time. 
2 l feei quite guilty most of the time. 
3 I feel guilty all of the time. 
6 0 I don ·r feel I am being punished. 
I l feel I m~y be punished. 
2 I e:>1.pect to be punished. 
3 I feel l am being punished. 
7 0 l don't feel disappointed in myself. 
I I am disappointed in myself. 
2 l am disgusted with myself. 
3 I hate myself. 
8 0 I don ·1 feel I am any worse than anybody else. 
1 I am critical of myself for my weaknesses or mistakes. 
2 l blame myself all the time for my faults. 
3 I blame myself for everything bad that happens. 
9 0 I don't have any thoughts of killing myself 
I l have thoughts of killing myself. but I would not carry 
them out. 
2 I would like to kill myself. 
3 I would kill myself if I had the chance. 
10 0 I don't cry any more than usual. 
l I cry more now than l used to. 
2 I cry all the time now. 
3 I used to be able to cry, but now I can't cry even thoug_h I 
want to. 
11 0 I am no more irritated now than I ever am. 
l I get annoyed or irritated more easily than I used to. 
2 l feel irritated all the time now. 
3 I don't get irriiated at all by the things that used to irritate 
me. 
12 0 1 have not lost interest in other people. 
I lam less interested in other people than l used to be. 
2 I have lost most of my interest in other people. 
3 l have lost all of my interest in other people. 
13 0 l make decisions about a.swell as I ever could. 
l I _put off making decisions more than l used to. 
14 
IS 
2 I have greater difficulty in making decisions than before. 
3 I can't make decisions at all anymore. 
0 l don't feel I look any worse than l used to. 
I lam worried that lam looking old or unattractive. 
2 I feel that there are permanent changes in my appearance 
that make me look unattractive. 
3 I believe that I look ugly. 
0 l can work about as well as before. 
I It takes an e.~tra effort to gei started at doing something. 
2 I have to push myself very hard,to do anything. 
3 I can't du any work al all. 
16 0 1 can sleep as well as usual. 
I I don't sleep as well as I used to. 
2 1 wake up 1-2 hours earlier than usual and find 1t hard to get 
back to sleep 
3 l wake up several hours earlier than I used to and cannot get 
back to sleep. 
17 0 I don't get more tired than usual. 
l I get tired more easily than I used to. 
2 1 get tired from doing almost anything. 
3 I am loo tired to do anything. 
18 0 My appetite is no worse than usual. 
I My appetite is not as good as it used to be. 
2 My appetite is much worse now. 
3 I have no appetite at all anymore. 
19 0 l haven't lost much weight. if any, lately. 
• 
I l have lost more than 5 pounds. I am purposely trying to lost: weight 
2 l have lost more than 10 pounds. by eating less. Ye No. __ _ 
3 I have lost more than 15 pounds. 
20 0 1 am no more worried about my health than usual. 
l I am worried about physical problems such as aches and 
pains; or upset stomach: or constipation. 
2 J am very worried about physical problems and it ·s hard to 
think of much else. 
3 l am so worried about my physical problems that I cannot 
think about anything else. \. 
21 0 I have not noticed any recent change in my interest in se,;. 
I I am less interested in se,; than I used to be. 
2 1 am much less interested in sex now. 
3 I have lost interest in sex completely. 
Reproduction without author's express written consent is not permitted. Additional copies and/or permission to use this scale may be obtaine
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